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Safe, gradual, 


what you want 


hypertensive 


vasodilation 


Nitranitol provides it... permitting hypertensives 
to resume more normal lives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


(brand of mannitol hexanitrate) 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


- When vasodilation alone is indicated —NITRANITOL. 

2. When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 

3. For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 

4. When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 

5. For refractory cases of hypertension — NITRANITOL 

P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 
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THE COUNCIL-ACCEPTED USES OF 


Dramamine° 


SYMPTOMATIC CONTROL OF 
NAUSEA AND VOMITING 
ASSOCIATED WITH pregnancy 
therapy with certain drugs (antibiotics, etc.) 
electroshock therapy 
narcotization 


MANAGEMENT OF VERTIGO IN Meénieére’s syndrome 
radiation sickness 
hypertension 
fenestration procedures 
labyrinthitis 


MANAGEMENT OF Tablets : 50 mg. each 
VESTIBULAR DYSFUNCTION Liquid: | 12.5 mg. in each 4 cc, 


ASSOCIATED WITH Streptomycin therapy 


— and, of course, MOTION SICKNESS 


Dramamine’® 


BRAND OF DIMENHYDRINATE 


SEARLE 


RESEARCH IN THE SERVICE 
OF MEDICINE 
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New effectiveness against 
_ NAUSEA and VOMITING 


Eight of every ten cases of nausea and 
vomiting of pregnancy and of motion sick- 
ness treated with Apolamine have been ef- 
fectively controlled. Similarly, nausea and 
vomiting associated with radiation sick- 
ness, preoperative medication, alcoholic 
gastritis and cholecystitis have been coun- 
teracted in nine of ten cases in clinical trials. 


Apolamine has a fourfold action 


against nausea and vomiting: 


, Anticholinergic... scopolamine and atropine 
Sedative... Luminal® 
Analgesic... benzocaine (reduces gastric irritability) 
Nutritional... pyridoxine, nicotinamide, riboflavin 


Average adult dose: 1 tablet up to three times daily. 
SUPPLIED : in‘bottles of 100 tablets, 


NEW YORK 18, N. Y. WINDSOR, ONT, 


Luminal, trademark reg. U.S. & Canada, 
brand of phenobarbital 
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Aminodrox, a tablet containing colloidal 


aluminum hydroxide with 14% or 3 ar. 

of aminophylline provides a dependable 
method of oral administration of amino- 
phylline in doses large enough to pro- | 
duce the same high blood levels obtain- 
able with parenteral administration. 


This is possible with Aminodrox because — 
gastric disturbance is avoided. 


Aminodrox now makes it possible to dis- 
card the inconvenience and potential 
hazards of non-emergency parenteral — 
aminophylline. Besides its use as a diu- 
retic, it is now feasible to use oral amin- 
ophylline therapy in the treatment of 


congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 
paroxysmal dyspnea, 


Several studies* attest te the large dose toler- 
ance of Aminodrox. A dose of 36 grains daily 
produced blood levels higher than would be cus- 

_tomarily aimed at with parenteral administra- 
tion. In hospitalized patients on this excessively _ 
massive dosage, only 27% showed gastric dis- _ 
tress. Contrast this to the 42% intolerance to 
plain aminophylline with only 12 grains a day. 


* Cronheim, G., Justice, T. T., and King, J. 8. 
Jr, A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. : 
* Justice, T. T., Jr., Allen, G., and Cronheim, G., — 
Studies with Two New Theophylline Prepara- 
tions—to be published, 
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“Bach VERATRITE tabule contains: 
Whole-powdered veratrum viride. .40 CS.R? Uni 
Sodium 

*Corotid Sinus Reflex 


“SUPPLIED: Bottles of 100, 500, 1000 tabulés 
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prolonged 
relief 

from 

nasal 
congestion 
within 

2 minutes 
with 

just 


2 drops 
of 


® 
3 e hydrochloride 0.05 % 


BRAND OF NAPHAZOLINE HYDROCHLORIDE 


potent, prompt-acting 
Privine is a virtually 
nonirritating 

nasal vasoconstrictor 
which can be administered 
to children as well 

as adults. 
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MEMO FROM THE 


MANAGING PUBLISHER 


Tuis magazine is the “official” journal of the American Acad- 
emy of General Practice. Every member of the Academy re- 
ceives the magazine regularly, as one of the benefits derived 
from his membership. In addition, however, we are happy 
to include among our readers several thousand who are not 
Academy members. These readers are as important to us, as 
publishers, as are those who display the Academy’s Certifi- 
cate of Membership. 

Our editorial aim is to provide, for all our readers, articles 
on medical therapy and surgical techniques that are accurate, 
up-to-date, well illustrated, and easy to read. GP is designed 
for all physicians who desire to increase their knowledge and 
improve their abilities in the field of general practice. 

But, since GP is the official voice of our organization, it 
also has animportant organizational function which we can- 
not shirk. The membership of the Academy depends on this 
magazine for information about the plans and policies of the 
organization, about important activities of the constituent 
state chapters, about individuals who are making commend- 
able contributions to the advancement of general practice. 
They look to it for word about the Annual Assembly, post- 
graduate study programs, and plans for fostering under- 
graduate appreciation of our field of practice. 

A section at the back of the book, called ‘Academy Re- 
ports and News,” is reserved for this purpose. We ask the 
indulgence of our non-member readers, therefore, regarding 
the space we must devote to these “family affairs.” In the 
same breath, however, we assure you it will not be allowed to 
overshadow the magazine’s principle objectives, as outlined 
in the paragraphs above. 

In every issue, the bulk of the editorial pages will always be 
devoted to what we term “‘scientific articles”—manuscripts 
and illustrative material designed to help you in your prac- 
tice, without reference to your organizational affiliations. 

Even non-member readers are not immune to “Academy 
Reports and News,” however. Many of them are finding that 
those pages are also worth their reading, in order to keep in- 
formed on programs for postgraduate education, to get in 
capsule form the important news about the medical profes- 
sion in general, and to become better acquainted with the in- 
dividuals who are providing the leadership and shaping the 
policies of the Academy itself. Interest in the section is not 
limited to curiosity, either. Every few days we learn of an- 
other physician who has discovered the advantages of 
Academy membership through the pages of GP. 

If, therefore, you are curious about the vis vitae which 
makes this husky young organization tick, we invite you to 
wander into our “family living room” at the back of the book. 

—M.F.C. 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


‘... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].’"! 


... about its ability to concentrate in sputum: 


““Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .’"2 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.’’s 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.””! 


Bibliography: 1. Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 


‘Neo-Penil’ is available at retail pharmacies, in single-dose, silicone-treated vials 
of 500,000 units. Full information about ‘Neo-Penil’ accompanies each vial, 
or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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Eisenhower Opposes 
Compulsory insurance 


Ewing Misrepresents 
Stevenson’s Stand 


© Several persons had a hand 2 formulating General Eisen- 


insurance. Until his formal slatanent on September 14, there 


was some doubt as to the precise stand of the Republican 
candidate, even though his party platform expressly opposed 
compulsory health insurance. No such doubt existed concern- 
ing Governor Stevenson's attitude. He has yet to repudiate 
effectively the socialistic sympathizers in his party who 
clamor for a system of Government medicine. 


Two days after Eisenhower's unequivocal statement in sup- 
port of private medicine, President Truman renewed his 
amiliar plea for a Government system in an address before 
the ‘American Hospital Association. Speaking before a less 
than enthusiastic audience at the annual meeting of the AHA 
in Philadelphia, the President reviewed his administration's 
activities in the health field. He deviated from his re- 
strained text only briefly to take a shot at Eisenhower by 
referring to "pull backs who want to go back to horse and 
buggy days." The latter was an obvious reference to Eisen- 
hower's statement that, "Experience has shown that American 
medicine outstripped the world on a voluntary basis and on 
that basis——plus voluntary insurance plans, together with 
locally administered indigent medical care programs for 
those unable to participate—-the needs of Americans will 
most adequately be met." 


studiously |; avoided 
socialized med: 


date was made two fwo months before he was nominated. In an 
interview last April, he referred to the "critically press-— 
ing problem" of adequate medical care and made vague refer- 
ences to the protection of the average family from "ill- 
=e of a catastrophic nature which mean utter financial 
ruin. 


p> Last month, Oscar Ewing 
Governor Stevenson | was in 
surance plan with a "deductible 
Kansas City prior to his address before a labor group, eae 
stated that "some form of national health insurance is in- 
evitable" and then went on to mention the "Stevenson plan." 
A telegraphic query from the undersigned to the Governor 
brought the reply that he was "somewhat puzzled" by the 
Ewing statement. The Governor denied that he had proposed 
any plan and referred to the vague statements in last 
April's interview. 


These exchanges sharpen the lines of cleavage between the 
Democratic and Republican platforms and candidates. The con- 
troversy will receive further light and more heat when the 
President's Commission on Health Needs holds final hearings 


ised these words to imply that 
favor of a federal | sickness in in- 


used 
favor 


= : mocratic candidate for President has 
a any forthright statement on the issues of ; 

° 


in Washington this month on the loaded subject "Financing 
Medical Care." Stevenson has implied that he will await the 
recommendations of the Commission before taking a stand on 

compulsory health insurance. The hearings in Washington may 
smoke him out earlier even though the Commission's chairman, ° 
Paul Magnuson, has sworn that no report will be issued until 

after the elections. 


Graham Levels Attack > Dr. Evarts Graham continued his role as the stormy petrel 


At AMA and Academy Of the President's Commission when he openly attacked both 


the AMA and the AAGP in an address in Milwaukee last month. 


hierarchy of the AMA is like an ostrich with its head in 
the sand and simply doesn't know what's going on. He de- 
clared that he believed there was some basis to the charge 
that the medical profession uses trade union tactics. 


After chastising the AMA, Dr. Graham moved on to the AAGP 
and deplored its endeavors to preserve the right of quali- 
fied general practitioners to retain surgical privileges in 
hospitals. He declared that general practitioners sought 
surgical privileges only "because it will bring them more 
money." The Saint Louis surgeon subsequently defended his 
remarks on the grounds that he spoke "off the cuff" and had 
assumed that it was a closed meeting. 


Meat and Potatoes > The largest registration in the history of the Academy is 
Promised for Program expected when the Annual Assembly convenes in Saint Louis ’ 


March 23. Dr. Merlin Newkirk, Chairman of the Committee on 

Scientific Assembly, is completing a practical program 

which he refers to as "meat and potatoes." The program will 

be about equally divided between medical and surgical . 
topics. As before, emphasis will be placed upon integrated 

scientific exhibits illustrating subject matter of the lec-— 

tures. 


Education, will be the banquet speaker on March 25. Mr. Read 
won the acclaim of Academy members with his message on pub-—- 
lic relations for the profession at the Atlantic City meet- 
ing last March. Dr. Edward E. Haddock, President of the 
Virginia Chapter (and Mayor of Richmond), will be toast- 
master. 


Bureau Rules Split >» The Internal Revenue Bureau ruled last month that surgeons 
Fees Are Deductible may deduct the portion of fees they legally pay to referring 
physicians. A formal request from the American College of 


Surgeons for a ruling that split fees are not deductible for 
income tax purposes produced an opposite effect when the 
Bureau issued a memorandum that: "As a general rule, such 
payments are deductible for federal income tax purposes, 
provided they are normal, usual and customary in the pro- 
fession and in the community; are appropriate and helpful 
in obtaining business; and do not frustrate sharply defined 
national and state policies evidenced by a governmental 
declaration proscribing particular types of conduct." Ap-— 
parently a surgeon dividing his fee with a referring phy- 
Sician will still be compelled to pay a tax on the entire 
fee in the twenty-three states where the secret division of 
fees is prohibited by statute. As in all tax questions, each 
case will be considered separately in the light of all the 
circumstances. 

Respectfully yours, 


( 


' Apparently unaware that reporters were present, Dr. Graham ae 
told the members of the Wisconsin Surgical Society that the - 

, Leonard Read, President of the Foundation for Economic a 
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A Potent Coronary Vasodilator 


(PURE CRYSTALLINE KHELLIN) 


is 2 potent coronary vasodilator and bronchodilator. Par- 
enteral administration facilitates obtaining effective tissue saturation 
quickly and with minimal side effects. Tissue saturation can be main- 
tained by AMMIVIN enteric coated tablets. 


AMMIVIN, parenterally administered and supplemented orally, is well 
tolerated. 


eS £44 AMMIVIN in therapeutic dosage has a wide margin of safety. Even after 
prolonged administration it does not affect the blood pressure or pulse 


rate, alter kidney function, increase the oxygen requirements of the 
heart or stimulate the nervous system. 


x a AMMIVIN permits extreme flexibility of dosage and administration. It 
is available in solution for intramuscular injection and in enteric coated 


tablets. 


AVAILABLE: 


Ammivin Injectable: 10 cc. multiple Ammivin tablets (enteric coated): two poten- 
dose vials, 50 mg. of pure khellin cies—10 mg. per tablet, bottles of 100; 20 mg. 
per cc. per tablet, bottles of 40 and 100. 


Write for Ammivin booklet and samples 


PHILADELPHIA 44, PA. 
‘More Than Half a Century of Service to the Medical Profession 2 


| 
Nes 
f d tion of attacks 
or assured prevention Of GTTGCKS 
> 
-& 


A breakdown of over 3,000 samples of human milk 
obtained frorn hundreds of “representative healthy” 
mothers,* showing mean fat values, as well as the , 
maximum-minimum ranges. 
(From Bull. of the National 


Research Council, No. 119, 
January 1950) 


the fat content ° reliquefied S IM IL AC = 


3.35%, closely approximates the average mean value for well-nourished-mothers’ milk. 


but the similarity doesn’t end there SES eee awe 


Qualitatively, the fat of Similac corresponds closely in physical and chemical prop- 
erties to the fat of mother’s milk. The high level of unsaturated fatty acids, the 
uniformly small globule size and the increased essential fatty acids approximate 
those of breast milk. Thus Similac, like breast milk, affords easy digestion of fat, 


good fat retention, and encourages freedom from gastrointestinal disorders and 
from dermatologic complications due to low essential fatty acid diet. ; 


Similac is available as Powder, 1 Ib. tins, 
and Liquid, 13 fi. oz. tins 


1. Muller-Stephann, H.: Ztch. 
Kinderheilk: 67:495, 1950. 

2. Salmi, T.: Acta Paediatrica: 
32:1, 1944. ry 


= M & R LABORATORIES 
Columbus 16, Ohio 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo. ; 
Harold Jeghers, M.D., Washington, D.C.; William D. 
Paul, M.D., Iowa City, Iowa; Alison H. Price, M.D., 
Philadelphia, Pa.; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naflziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; John L. Parks, M.D. Washington, D.C. ; 
Richard W. Te Linde, M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 
Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 


Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Ill. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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DOHO RESEARCH PRODUCTS 


The NEW 0-TOS-MO0-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is... 


. (GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 
B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC e NON-IRRITATING 
STABLE e CLEAR 


iST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 
Substantiating Laboratory and Clinical data in press. 

FORMULA: 

A NEW, improved process, using 


Doho glycerol base, results in a ? / 
chemical combination having VA 
Z 


these valuable properties. 


2.0 GRAMS H 

Sulfathiazole 1.6 GRAMS TRY NEW O-TOS-MO-SAN in your 

Glycerol (DOHO) Base most stubborn cases, the results will 
16.4 GRAMS 


(Highest obtainable spec. grav.) a 


DOHO CHEMICAL CORP., 100 Varick Street, New York 13, N.Y. 


RECTALGAN—Liquid . . . For symptomatic relief in: 
Hemorrhoids, Pruritus, Perineal Suturing. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D. Chimes, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y 
Pediatrie Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill. 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E 
Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 

Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif. ; 

William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 
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PRODUCERS 
EQUIPMENT 


Modern experience in physical rehabilitation has 
demonstrated that significant deficiencies of vita- 
mins and minerals may be aided by exposure of 
the entire skin surface to adequate ultraviolet 
irradiation of the proper wavelengths. From the 
provitamins in the skin, ultraviolet irradiation 
gives rise to Vitamin D which regulates the pas- 
sage of calcium and phosphorus across the intes- 
tinal wall and increases the amounts of these 
minerals in the blood. It is of definite value in 
the treatment of some forms of tuberculosis and 
serves as a protection against dietary deficien- 
cies.! 

Effective treatment with ultraviolet light re- 
quires exposure two or three times weekly over 
an extended period of time, and many physicians 
have found that this can be accomplished to the 
best advantage by having the patient purchase a 
Hanovia Prescription Model Ultraviolet Quartz 
Lamp. These lamps have been developed espe- 
cially by Hanovia for treatment in the home 
under the physician’s supervision. Your local 
surgical supply house can furnish them to your 

' patients on convenient payment terms if de- 
sired. Write for literature today to: 

HANOVIA CHEMICAL & MFG. CO., Dept. 
GP-10,100 Chestnut St., Newark 5, N. J. Show- 
rooms and dealers in principal cities. 


"Handbook of Physical Medicine and Rehabilitation, A.M.A., 1950, 103-104. 
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Make your Hotel Reservations carly 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The Academy returns to St. Louis in 1953 
with the biggest anticipated registration in its 
history—but with no increase in the number 
of available hotel rooms. This means that the 
physician who makes his reservation early 


will have first choice on the best rooms in the 
better hotels. 


For the finest program yet offered at any 
Annual Assembly .. . 


By all means come to St. Louts... 


The St Lous Auditorium 
1s only three blocks from 
the Umon Depot ond within 
easy walking distance of a large 
number of St Louis’ best hotels. It 
can be convenently reached by 
surface cars, bus lines and service 
cors, and there ae ample parking 
facilities adjacent to it 


BUT REMEMBER — 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


®No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Jefferson. 


® State officers and delegates must make their own 
reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


® Assembly registration begins at 9:00 A.M. Monday, 
March 23. Meeting ends at noon, March 26. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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APPLICATION FOR HOUSING ACCOMMODATIONS 


AMERICAN ACADEMY OF 


ST. LOUIS, MISSOURI MAR -26, 1953 
GENERAL PRACTICE . CH 23-26, 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


*ST. LOUIS HOTEL ROOM RATES 
Rooms for Two Rooms for Two 
Singles Doubles Twins 2-Room Suites Singles Doubles Twins 2-Room Suites 
American $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 i $3.50- 5.00 $5.00- 7.25 $8.50 $9.00-12.50 
Baltimore... 4.00- 6.00 5.50- 7.50 6.50- 7.50 1 7.00-11.00 16.50 & Up 
5.50- 7.00 7.00- 8.00 $10.00-12.00 Majestic. . 00 7.00--10.00 
i . . 00 16.00 & Up Mark Twain 9.00-10.50 15.50 & Up 
Claridge . . .50 16.00 & Up Mayfair... 5,00-10.00 6.50- 12.00 8.50-12.00 14.50 & Up 
Congress. i . . t . 50 12.00-20.00 McKinley 2.25- 3.50 4.00- 5.00 5.50- 6.50 
DeSoto... . 4.50- 7.50 6. 00 12.50-15.00 Melbourne... 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
Fairgrounds... 4.00- 6.50 6. . 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
Fairmont. . J : . 4.50- 8.50 6.50-10.50 7.50-10.50 
Forest Park... . . .00 10.00-16.00 989-10.00 9.00-13.00 11.00-13.00 12.00-24.00 
Gatesworth . 50 10.00-16.00 5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
Geo. Washington... 3. . i 3.00- 4.50 4.50- 6.00 6.50 
Jefferson : I 8.00-12.00 10, 00-12.50 21.00 & Up 3.50- 5.00 6.00- 7.50 7.50- 8.50 


No Rooms available. Reserved for Delegates and *The above quoted rates are existing rates but are, of course, subject to any 
Distinguished Guests. change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: FEBRUARY 23, 1953 


Hotels Convention Reservation Bureau, A.A.G.P. 
Room 406—911 Locust St. 
St. Louis 1, Missouri 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MiSSOURI ON 
MARCH 23 TO 26, 1953 


Single Room Double Bedded Room Twin Bedded Room.... 

2 Room Suite Other Type of Room 

Rate: From $ to $ First Choice Hotel 
Second Choice Hotel 
Third Choice Hotel 

Arriving at Hotel (date) A.M... P.M. Leaving (date)... 

hour A.M, P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


(Individual Requesting Reservations) 
Name 


If the hotels of your choice are unable to accept your reservation 
See the Hotels Convention Reservation Bureau will make as good a 
Address reservation as possible elsewhere providing that all hotel rooms 
City and State available have not already been taken. 


? 
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In bacterial diarrheas: 


RAR 


the essentials for securing 
prompt and complete remission 
... because Streptomagma contains: 


combats 
infection 


1. Dihydrostreptomycin . . . “much more 
Vv adsorbs bacteria, ey effective against the coliform fecal flora than 
toxins, as the sulfonamides . . . not readily absorbable 

and irritants ... hon-irritating to the mucosa”! 


soothes and protects | 2. Pectin . . . “various pectins . . . become 
mucosa bactericidal agents in the gastrointestinal tract 
when given together with streptomycin’” 


checks dehydration 


3. Kaolin . . . for “tremendous surface and 
high adsorptive power’ 


promotes development 
of formed, 


‘ 


comfortably passed 4. Alumina gel . . . itself a potent adsorbent, 
stools acts as a suspending agent for the kaolin and 
enhances its action, soothes and protects the 


irritated intestinal mucosa. 


g 


DIHYDROSTREPTOMYCIN SULFATE AND PECTIN WITH KAOLIN IN ALUMINA GEL 


Supplied: Bottles of 3 fi. oz. 


1. Pulaski, E. J. and Connell, J. F., Jr.: Bull. U.S. Army 
M. Dept. 9:265. 


2. Wooldridge, W. E. and Mast, G. W.: Am. J. Surg. 
78:881. 


3. Swalm, W. A.: M. Rec. /40:26. 


® 
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Chis Month’s Authors 


Darrell C. Crain, M.D., 


who limits his practice in Washington, D. C., to the diagnosis and treatment of arthritis and 
rheumatic diseases, is assistant professor of clinical medicine at Georgetown University School 
of Medicine, Washington, D. C. He is consultant in arthritis and rheumatic diseases and direc- 
tor of the Rheumatology Clinic at Georgetown University Hospital, and consultant to the 
Surgeon General of the U.S. Army in arthritis and rheumatic diseases at Walter Reed Hospital. 
A graduate of George Washington University School of Medicine, Dr. Crain is a diplomate of 
the American Board of Internal Medicine. 


Philip Lewin, M.D., 


has been engaged in the practice of medicine in Chicago, Illinois, since 1914. Chairman of the 
department of bone and joint surgery at Northwestern University Medical School, and per- 
manent chairman of a similar department at Michael Reese Hospital, he is also attending ortho- 
pedic surgeon at Cook County Hospital and professor of orthopedic surgery at Cook County 
Hospital Graduate School of Medicine, Chicago. Among other books, Dr. Lewin is the author 
of Textbook of Orthopedic Surgery for Nurses, now in its fourth edition. He has also contributed 
more than one hundred articles to the medical literature. 


Paul Popenoe, Sc.D., 


is general director of the American Institute of Family Relations, Los Angeles, California. Be- 
fore he was affiliated with the Institute, which is an educational center and information bureau 
serving in connection with problems of sex, marriage, and parenthood, he was secretary and 
director of research of the Human Betterment Foundation and executive secretary of the Amer- 
ican Social Hygiene Association. Dr. Popenoe, who is the author of nine books, lectured on 
biology for fourteen years at the University of California, Berkeley, California. For quite a few 
years, Dr. Popenoe has written a syndicated newspaper column on subjects concerning family 


life. 


Albert M. Snell, M.D., 


clinical professor of medicine at the University of California School of Medicine, San Francisco, 
is also associated with the Palo Alto Clinic, Palo Alto, California, in the department of internal 
medicine. He received his M.D. and M.S. degrees from the University of Minnesota School of 
Medicine, Minneapolis. Dr. Snell was formerly professor of medicine at the Mayo Foundation 
Graduate School, University of Minnesota. Consultant in internal medicine at the U.S. Naval 
Hospital, Oakland, California, he is author or co-author of about two hundred articles and of 
three textbooks. 
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JELLY WITH 
DIAPHRAGM 
or 
JELLY_ALONE 


HIPPOCRATES: , 


WILL USE TREATMENT ACCORDING 
TO MY ABILITY AND JUDGMENT. .” 
FROM TYE PHYSICIAN'S OATH 


® 


ONLY THE DOCTOR CAN DECIDE... Long experience 


stresses the fact that for confident contraception... every 
time ... Koromex diaphragms offer clinically tested de- 
pendence ... whether used with either Koromex Jelly or 
Cream... Where, in the individual case, the doctor 
chooses to prescribe Jelly alone...that is solely his 
responsibility. It has long been our philosophy that the 
control of conception is a form of preventive medicine 
on which the doctor alone must decide ... Whichever 
method he favors, the time-tested protective and spermi- 
cidal efficiency of Koromex products may be recom- 
mended with confidence as an ideal prescription. 


AND PHENYLMERCURIC ACETATE 
©.02% iN SUITABLE JELLY OR 


M \ ACTIVE INGREDIENTS: BORIC ACID 
t 2.0% OXYQUINOLIN BENZOATE 0.02% 


A CHOICE OF PHYSICIANS 

m HOLLAND-RANTOS COMPANY, INC. e 145 HUDSON STREET, NEW YORK 13,N. Y. 
° MERLE L. YOUNGS, PRESIDENT 
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something special in 


CORICIDIN 


for symptomatic relief 
in the common cold 


Coricip1n produces quick suppression of cold symptoms because it 
contains chlorprophenpyridamine maleate, the most potent antihistamine 
available. Best results are obtained when Coricipin is taken early, 


but even in later stages considerable comfort is afforded. 


CORICIDIN 


Each Coricip1n® Tablet contains 2 mg. chlorprophenpyridamine maleate and 
the standard APC combination. 


CORPORATION+-BLOOMFIELD, NEW JERSEY 


IN CANADA: SCHERING CORPORATION, LTD., MONTREAL 


i 

— 
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appeal 


ORANGE ... flavor, color or odor, appeals to almost every- 
one. 


ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 


FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 


FLUAGEL Compound Tablets: Appeal to all tastes . . . Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ... Form protective film over mucosa 
...Are economical. 


Your peptic ulcer and hyperacid patients will welcome this 
change from the ‘‘round, white, peppermint-flavored" regimen. 
Use this different therapy ... prescribe 


FLUAGEL 
Trademark 
Compound Tablets 
Available in bottles of 100, 500 and 1,000 


i 4 Please send me sample of FLUAGEL 
George A.Breon&Co. Compound Tablets. 


1450 BROADWAY 


NEW YORK 18,N.Y, 
DEPT.8M coves 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are 
ignored. However, the anonymity of authors of letters 
published in this department will be preserved upon request. 


A Blush and a Bow 


Dear Sir: 
Thanks ever so much for the copy of Abstracts which I re- 
ceived the other day. I thought you did an excellent job of 
pointing up the salient ideas in my remarks. 
Abstracts, like the convention itself, and all of the prear- 
rangements that I witnessed, is a job of superb craftsman- 
ship. You folks are organizing geniuses. While I’m not one of 
your M.D.’s, I should think something like Abstracts should 
be put out following every convention. It cannot help but be 
useful to anyone who is interested in learning. 
Leonarp E, Reap 
President 

The Foundation for Economic 

Education, Inc., New York 


A modest blush and a deep bow to one from whom such gra- 
cious compliments are especially flattering. —PUBLISHER 


No Longer Available 
Dear Sir: 
Is it possible to purchase abstracts No. I, II, and III, of 
previous assemblies? 


Morris Scuwartz, M.D. 
Beacon, New York 


We regretfully advised Dr. Schwartz that the 1951 assembly 
tn San Francisco was the first to be recorded in book form. With 
even more regret, we had to tell him that copies of that book 
(‘Program Notes’’) are no longer available-—PuBLISHER 


Not To Add Titles, But To Render Service 


Dear Sir: 

A few days ago I was the fortunate recipient of a compli- 
mentary copy of GP. I have read its contents from page one 
to the index, and was so pleased to get it and read it that I 
passed it along to my colleagues with the express under- 
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standing that it is to be returned as soon as it has been read. I 
immediately entered my subscription for the publication 
with the hope that it reaches the business office in time for 
me to get the next issue. 

I am a general practitioner and as such, I am deeply inter- 
ested in becoming a member of the American Academy of 
General Practice. This is no effort at adding titles to my 
name, for in time, I feel sure that I will return to a residency 
and complete the qualifications necessary to take a specialty 
board. Rather, I have a deep desire to affiliate myself with an 
organization when, through such affiliation, I might render a 
better service to my community in the capacity that I now 
serve. 

I donot feel that it is necessary, but I shall mention here my 
qualifications. They are meager and fundamental, consisting 
only of: the B.S., M.D. from an accredited medical college, 
and a rotating internship from an accredited medical training 
hospital. However, I do hold staff membership and indeed the 
position of Vice-Chief of Staff of our local hospital and secre- 
tary of the local county medical society. 

It would be deeply appreciated if you would see that I am 
given the opportunity to apply properly for membership in 
what I feel to be the most fundamental of medical organiza- 
tions—the American Academy of General Practice. 

Lioyp W. Tuompson, M.D. 
Chattanooga, Tennessee 


A rap on the knuckles of a state chapter which permits a 
potential candidate for membership in one of its largest cities to 
be ignorant of the method for applying to the ““most fundamental 
of medical organizations.’’ An application blank was forwarded 
forthwith and a letter dispatched to the secretary of the state 
chapter.— PUBLISHER 


Dear Sir: 

I have been a regular reader of GP since its first issue, as a 
medical student and through my internship. GP has always 
been and always will be a “first” in my journal reading. 

In July, 1952, I started general practice in Leeds, North 
Dakota. I would like to know if there is a local chapter of the 

(Continued on page 23) 
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“...and don’t forget the VITAMINS!” 


Prolonged, strenuous physical exertion may accelerate 
metabolic activity up to fifteen times the basal rate, 
with increase in requirements for water-soluble 
vitamins. A balanced vitamin preparation serves to 


safeguard both health and productivity. 


MERCK & CO., Inc., Ranway, N. J.—as a major manufacturer of Vitamins serves 


the Medical Profession through the Pharmaceutical Industry. 
OMerck & Co., Inc. 
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(Continued from page 21) 
Academy in my area. How would I go about becoming a 
member of the Academy ? 

Also, in the August issue of GP you presented a consulta- 
tion and reference request that looks very good to me as a 
beginner in the practice of medicine. Would you please send 
the minimum order? Thank you. 

Frank G. Wuire, M.D. 
Leeds, North Dakota 


Indeed there is a chapter of the Academy in North Dakota. 
Dr. White’s complimentary letter was promptly forwarded to 
Dr. Ira D. Clark, Jr., the chapter secretary.—PUBLISHER 


Gratitude for Thoughtfulness 


Dear Sir: 
The Abstracts of the Fourth Annual Scientific Assembly of 
the American Academy of General Practice, which you so 
kindly ordered sent to me, arrived a couple of days ago. 
I have had a chance to look through this quite carefully 
and am much impressed with the way it has been set up. 
I would like to thank you again for your thoughtfulness in 
having this sent to me. I am sure that I shall find it very use- 
ful. 
We hope to have detailed programs of the next few post- 
graduate courses ready in the very near future and I hope 
that you and members of the Academy will find some of them 
of interest. 
Joun F. Watpo, M.D. 
Director 

Division of Graduate and Post- 

graduate Medical Education 

University of Utah 

Salt Lake City, Utah 


We appreciate Dr. Waldo’s remarks regarding Apsstracts. 

The Academy gladly informs its members of postgraduate 
courses through the “‘Academy Reports and News’? section of 
GP.— PUBLISHER 


Thorough Enjoyment 


Dear Sir: 

I have recently finished my internship and started the 
general practice of medicine here in Cedar Rapids, Iowa. 

I would very much like to become a member of your organ- 
ization. I have read GP since its first issue and thoroughly 
enjoyed it. 

Please send me information about joining the A.A.G.P. 
and the address of the local branch or state chapter. 

Joun P. Bartuet, M.D. 
Cedar Rapids, lowa 


Abstracts and the Plaque 


Dear Sir: 

We feel that our showing of Abstracts was of significant 
value in our drive for new members during our White Sul- 
phur Springs meeting. Many new applications are pending. 

You will be interested to know that one copy was pur- 
chased by the Chief of the Department of Medicine of 
Charleston General, for use of the interns. Later, one of those 
interns ordered a copy because he wanted his own Abstracts. 
(Continued on page 25) 
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Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 
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Specific in Diagnosis. ‘The symptomatic response of 
acute gouty arthritis to the use of colchicine is both 
dramatic and diagnostic.”* 


Specific in Therapy. “The mainstay of treatment of 
acute gouty arthritis is still colchicine... "’? 
“Salicylates cause a maximum increase in the excretion 
of uric acid and give a satisfactory analgesic effect.’ 
Specific in Prophylaxis. ‘Colchicine has a pre-eminent 
place also in the prophylaxis of acute gout . . .”” 


Salicylates are advocated for routine use with colchi- 
cine between attacks of acute gouty arthritis.* 


(1 rene PHARMACAL CO., SEYMOUR * INDIANA Products Born of Continuous Research 


when the 
findings 
suggest 


GOUTY 
ARTHRITIS 


‘prescribe... 


Each NeocyLaTe* with coucuicine Entab* contains: 


Sodium Salicylate.......... 0.25 Gm. (4 gr.) 
Para-Aminobenzoic Acid ..... 0.25 Gm. (4 gr.) 
Ascorbic Acid ............ 20.00 mg. (1/3 gr.) 
0.25 mg. (1/250 gr.) 


Supplied: Bottles of 200,500, and 1000 yellow, capsule- 
shaped tablets (enteric coated). 


Also available: NEOCYLATE Entabs and Syrup 
NEOCYLATE (without colchicine). 


1. Thorn, G. W., and Kendall, E., Jr.: in Harrison, T. R., editor: 
Principles of Internal Medicine, Philadelphia, The Blakiston 
Company, 1950, p. 697. 2. Gutman, A. B., et al.: Am. J. Med. 
9:799, 1950. 3. Myers, W. K.: Am. Practitioner 3:158, 1948. 4. 
Talbott, J. H.: GP 5:38, 1952. 

*Trademark of The Central Pharmacal Co. 
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(Continued from page 23) 

The copies of Abstracts and my Membership Plaque seemed 
to create the most interest among the doctors who stopped 
to look over our Academy display. 

H. Wancer, M.D. 
Secretary-Treasurer 
West Virginia Academy 
of General Practice 


More and more physicians are concluding that an organiza- 
tion which can produce such outstanding examples as Abstracts, 
GP, and the Annual Assembly must be a pretty good one to join. 
Please pardon our unseemly blushes, but we think so, too.—Pus- 
LISHER 


A Step in the Right Direction 


Dear Sir: 

The excellent article “Contact Dermatitis of the Hands” 
by Dr. George L. Waldbott, published in the August issue of 
GP, is a step in our new field of Education-Industrial medi- 
cine. 

I especially appreciated the stress laid on the patch test. 
Too often the diagnosis is made without corroborating labo- 
ratory evidence and influenced to a great extent by the nature 
of the patient’s occupation. We owe it to the patient to be 
accurate in our labeling of the offending agents, whether it be 
at work, at home, or elsewhere. Only in that way can we treat 
the case successfully and prevent recurrence. 

Health for workers in industry is a subject of growing con- 
cern to management as well as to the individual. Industry is 
health and safety conscious and is endeavoring to protect the 
worker by removing all hazards. A good, modern-thinking 
company will appreciate the interest of the attending physi- 
cian when he reports true occupational illnesses with his 
recommendations for the relief of the individual. Manage- 
ment is well aware of the economic loss when an employee is 
absent from the production line. 

We hope that Dr. Waldbott will give us other articles on 
contact dermatitis. 

C. F. SHoox, M.D. 
Medical Director 
Owens-Illinois Glass Company 
Toledo, Ohio 


A continuing program on postgraduate education in indus- 
trial medicine representing the joint efforts of the Council on 
Industrial Health of the A.M.A. and the Academy is just being 
put into operation. We are happy to know that articles published 
in GP are contributing to the advancement of that program.— 
PUBLISHER 


Compliments from a Captain 
Dear Sir: 

I expect to be discharged from the army in approximately 
three months and intend to return to the Bronx, New York, 
to resume practice as a general practitioner. I should like 
most wholeheartedly to become a member of the American 
Academy of General Practice. 

I have been impressed over and over again by the wonder- 
ful work you and your people are doing for the general 
practitioner. 

Seymour Warman, M.D. 
Captain, M.C. 
Bangor, Maine 
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No need for 


when you buy a 
Viso -Cardiette 


You can LEARN a great deal about electrocardio- 
graphs from descriptive literature, the makers’ rep- 
resentatives, and the experiences of your colleagues. 
But, when it comes to deciding which one to buy you 
should not be asked to base your choice solely on 
the information thus obtained. Instead of “guessing” 
that the chosen ‘cardiograph will be the right one 
for you, you should be permitted to “try it out” for 
a while under the exact conditions you would be 
using it. 

That is why Sanborn Company invites any 
seriously interested doctor, hospital or clinic to 


TEST A VISO-CARDIETTE 
FOR 15 DAYS— 
WITHOUT ANY 
OBLIGATION 
WHATSOEVER. 


This exclusive Sanborn plan places a Viso-Cardiette in 
your hands for 15 days. You run tests on your own patients, 
examine the instrument thoroughly inside and out, invite 
others to appraise it (especially your engineering friends), 
and compare its construction, performance and records with 
those of any other make. Then, at the end of the “trial” 
period, if you are not completely satisfied, you simply return 
the instrument to us. Yes, it’s as easy as that — and you’re 
under no obligation! 


This coupon may be used to ask for a 
15-day “‘Viso”’ test, or simply 
to request descriptive 
literature. 
4 
s.day test of the viso-Cordiete: 
but would Tike 
a 


not ¥ 
erature. 


STREET 


u----~ SANBORN cv. 


CAMBRIDGE 39, MASSACHUSETTS 
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Easy-to-Take Antibacterial 
for Infections in Children 


When hypos frighten and tablets stick in reluctant 


throats, both child and parent welcome palatable Sus- 


pension ‘Neopenzine.’ In it the three “ideal” sulfona- 


mides are combined with penicillin—G to provide broad- 


spectrum antibacterial action. The usual twenty-four- 


hour dose (one teaspoonful four times a day) provides 
800,000 units of penicillin—G and 2 Gm. of the “diazine” 


sulfonamides. If the urinary output is normal, no alka- 


lies are necessary. Prescribe the 60-cc. potency -protector 


combination package—at pharmacies everywhere. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


(approximately one teaspoonful) contain: 
Penicillin—G, Crystalline- 
Potassium (Buitered) 200,000 units 


children like “Diazine” Sulfonamides.......... 0.5 Gm. 
(Sulfa: Diazine-Merazine-Methazine, 
SUSPENSION of each, 0.167 Gm.) 4 


Neopenzine 


(PENICILLIN WITH SULFONAMIDES, LILLY) * 
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Editorials 


The Chloramphenicol “Shocker” 


Ir 1s now an old story to everyone that chloramphe- 
nicol can cause aplastic anemia. At this writing, 
Food and Drug Administration officials have just 
cleared the drug for sale—by prescription only, 
and with a special label that warns about the danger 
of blood dyscrasias. 

Probably, the FDA decision was influenced great- 
ly by the fact that the risk that chloramphenicol 
will cause aplastic anemia in an individual case is 
not very great after all. The FDA report disclosed 
that 177 cases of serious blood disorders were at- 
tributable to use of the drug; the manufacturers 
estimated that some eight million people have taken 
the drug since it was first marketed. 

When the news about dangers from chloram- 
phenicol first was spread, the story had a big play. 
It was written up as a “shocker,” and it was, for 
several reasons. 

First, the news was unexpected. Although the 
chemical structure of chloramphenicol (it resem- 
bles nitrobenzene) and some early clinical studies 
had suggested that it might depress bone marrow 
function, hardly anyone was paying attention to 
these facts. Then, after three years of using the 
drug, physicians suddenly learned that it could 
cause death. If this knowledge had been gained 
earlier, it would have been less upsetting. 

Second, many of the fatal cases were ones in 
which retrospective study disclosed that chloram- 
phenicol need not have been used. Another anti- 
infective agent would have been just as good, or in 
some instances, there was no indication at all for 
giving one of these agents. Any rational being knows 
how much this kind of second guessing is worth. 
But it is always hard on the medical ego. 

Finally, we believe that the chloramphenicol 
story was shocking because there is a tendency to 
expect too much of antibiotics in general. They 
are the miracle drugs of our era. When they do not 
measure up to this idealistic conception, we react 


like the little boy whose father stepped aside after 
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promising to catch him when he jumped from a 
ladder. We havea “Show-could-this-possibly-happen- 
to-us” feeling. 

It is impossible to depreciate the value of the 
antibiotics. They are wonderful. But they all have 
certain disadvantages of which we should be keenly 
aware. And presumably they all have still undis- 
covered potentialities for harm. We need to be 
alert, discriminating, and realistic. 


Doctors’ Manners 

Wuen the Academy met in Atlantic City last March, 
our good friend and counselor, Rollen Waterson, 
told us that doctors are really not different from other 
people and that they had better acknowledge this and 
start behaving accordingly. He also told us that one 
thing we could do right away was to get rid of the 
posed bedside manner. 

Now that advice surprised us. We had thought 
that the old-style bedside (grand) manner had so 
largely disappeared that we could forget about it. 
But we wonder if the men who practiced that 
manner didn’t have something we need—an aware- 
ness of the importance of manners in general. 
Somehow those men seemed more thoughtful of 
their patients and of their colleagues. Such thought- 
fulness is the basis of good manners; and we’ll 
need good manners more than anything else if we 
are to be successful in following Mr. Waterson’s 
rule for doctors’ behavior. 

This is not the place to tell all the ways that 
doctors display bad manners to their patients— 
discourtesies in telephone techniques, waiting-room 
neglects, intolerant attitudes, or inadequate time 
for explanations and discussions of illnesses. The 
list of patients’ grievances could be prolonged, but 
to what advantage? The faults have all been listed 
many times; they are all well known. 

Nor is there space for enumerating all the obvi- 
ous and the subtle injustices and neglects in the be- 
havior of doctors toward their colleagues and asso- 
ciates. The obvious transgressions are covered in 
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Principles of Medical Ethics of the American Medical 
Association. And the subtle ones—the consultant’s 
lifted eyebrow, the senior man’s vanity before the 
junior—these too are an old story to all of us. 

When Mr. Waterson addressed the Academy, 
he was talking on the subject of public relations. 
He was telling us how to get along well with our 
patients and with each other. He was giving us a 
lesson in good manners. He spoke from a deep con- 
viction that good health is something more than the 
mere absence of disease, and that a physician’s task 
as a preserver of health is something more than the 
treatment of disease. 

His lesson was a strong one because it had pos- 
itive recommendations for tolerance and charity. 
Although he didn’t say so, we were sure that it 
was based on a powerful text: ‘Therefore all things 
whatsoever ye would that men should do to you, 
do ye even so unto them” (Matthew, 7:12). 


TB Case Finding in Saint Louis 


Ir 1s always welcome news when physicians in 
private practice accept definite responsibility in 
matters concerning public health. So we were 
pleased to learn of the recent drive by the general 
practitioners of St. Louis for detecting cases of 
tuberculosis. These men are using the tuberculin 
patch test as the first step in case finding. They have 
the strong support of the Retail Druggists Associa- 
tion, the St. Louis Tuberculosis and Health Society, 
and the local health departments. 

We told about this good campaign in news items 
in our July and September issues. But since the 
drive was inaugurated by the St. Louis chapter of 
the Academy, we know you won’t mind reading 
about it again. And you will probably want to join 
us in this message to the St. Louisians: Congratula- 
tions on your work, Thank you for showing again that 
general practitioners are community leaders. 


Accentuate the Practical 


Tue past forty or fifty years have witnessed a tre- 
mendous, rapid growth in total medical knowledge. 
Quite naturally, this has created a need for special- 
ization in medical practice and in medical teaching. 
At the same time, the medical student’s task of 
learning has correspondingly increased. It has 
become an awesome thing. You realize this if you 
have been practicing for a decade or two and com- 
pare what you learned in medical school with what 
a present-day student is expected to know. 


The sheer size of the student’s task is one of the 
basic causes for his developing dangerous feelings 
of insecurity—dangerous because they may stay 
with him and warp his career as a physician. 

On this account, the medical teacher’s job has 
become all the more delicate. Somehow he must 
guide his pupils to an understanding of the prac- 
tice of medicine without losing them in a profusion 
of unessential details. To this end, medical edu- 
cators have provided two important devices. The 
first is integrated teaching—a method whereby 
basic sciences and clinical medicine are merged to 
give the student a whole concept of diseases. The 
second is a renewed accentuation of the practical. 
For this latter purpose general practitioners have 
an obvious flair. 

At places like the University of Tennessee and 
the University of Colorado, the popularity of gen- 
eral practice departments with the medical students 
is a tribute principally to the kind of teaching they 
get. The men who organized those departments 
may never have read the elder Oliver Wendell 
Holmes, but they agree with him when he said, 
**The business of a school like this is to make useful 
working physicians, and to succeed in this it is al- 
most as important not to overcrowd the mind of 
the pupil with merely curious knowledge as it is 
to store it with useful information.” 


A Warning About Procaine Amide 


Warninc can be served that procaine amide hydro- 
chloride (Pronestyl) occasionally has serious toxic 
effects, judging from a series of case reports in the 
Journal of the American Medical Association for 
August 9, 1952. 

In recent months we have summarized in “Tips 
from Other Journals” some of the early studies on 
the use of procaine amide hydrochloride for treat- 
ment of arrhythmias. These studies attested to the 
value of the drug, particularly in controlling ven- 
tricular tachycardias. Undesirable side effects were 
said to be of little concern and consisted principally 
of a hypotensive influence, especially when the drug 
was injected too fast intravenously. 

However, cases have now been reported in which 
procaine amide has caused such adverse effects as 
agranulocytosis, allergic reactions, drug fever, and 
ventricular fibrillation. 

The instance of ventricular fibrillation was ob- 
served in a patient having an intraventricular con- 
duction defect (QRS time, 0.14 seconds). An epi- 
sode of ventricular tachycardia developed, and pro- 
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caine amide hydrochloride was given intravenously 
with usual precautions about dose and rate of ad- 
ministration. Ventricular fibrillation ensued, and 
the patient died. This outcome suggests that use 
of the drug is especially dangerous in patients hav- 
ing bundle branch block—a fact known about quin- 
idine for years. 


A Pictorial Editorial 

MaGazines use illustrations for various purposes 
and in various ways. Sometimes a picture shows a 
fact, a phenomenon, or a mood in a manner that 
cannot be duplicated by mere words. Other times 
an illustration is a complement; it effectively re- 
places a lot of writing. Or a picture may supplement 
what is written and thereby clinch a point in the 
reader’s mind. Still other times a picture teaches 
nothing, but serves a useful purpose because it 
catches the reader’s eye and fixes interest in what is 
printed. 

Faithful readers of GP will have recognized all 
these varieties of illustrations in our magazine. We 
have used all of them, and we believe in all of them 
if for no other reason than that we believe in change 
of pace. 

In this issue, the “Practical Therapeutics” article 
on barbiturate intoxication has a pictorial frontis- 
piece that is in a kind of special category. It is an 
editorial in itself. The editors of GP can take no 
special credit for that editorial. It was conceived 
entirely by Dr. Fazekas and Dr. Koppanyi. We con- 
gratulate our authors for a pictorial presentation 
that should make many people search their souls. 


Party Manners 


Ir Is never too surprising to run into people who try 
hard to get something for nothing. As a matter of 
fact, most of us have this tendency in some degree. 
But it seems to be an especially obnoxious tendency 
when it comes unexpectedly to light at a pleasant 
social function. 

You know the situation. The hard-working con- 
cert pianist is asked to play “‘a little something.” 
Or over cocktails, the golf professional is irritated 
by a casual acquaintance who earnestly tries to 
chisel a free lesson on putting. The lawyer is ex- 
pected to be good-natured about handing out free 
advice to a dinner guest who is worried about his 
chances in a civil suit. In these days of high taxes, 
even the accountant gets questions with his martini 
or his soup. 


GP October, 1952 


Questions and requests like these are annoying to 
their targets for many reasons, not the least being 
the fact that a man never likes being off-hand about 
his profession. This hurts his pride. And the man 
who suffers most at parties (we think) is the physi- 
cian. Let him show up for a dinner date, and it’s a 
good bet that he will be trapped at least once during 
the evening by a seeker-after-health-who-hasn’t- 
time-to-come-to-the-office. 

We have thought and thought about ways to es- 
cape this indignity. And we believe the only solu- 
tion to the problem is a public campaign for better 
party manners. 


The Profession and the Fourth Estate 


Two segments of society that have traditionally 
eyed each other askance are doctors and news- 
papermen. In recent years they have been drawn 
closer together by the magnet of medical achieve- 
ments and increased public interest in conquest of 
disease. The liaison, forced or not, looks like a 
happy and desirable combination to John L. Bach, 
Director of Press Relations for the American Medi- 
cal Association. 

Writing in the July 19 issue of the Journal of the 
American Medical Association Mr. Bach says that the 
medical profession’s attitude toward newspaper re- 
porters has changed from definite coolness to warm 
and friendly co-operation, with independent news- 
paper and press association surveys showing more 
reader interest in medical news than in any other 
branch of science. 

The public’s right to information in a field so 
intimately linked with its happiness imposes cer- 
tain moral obligations on both writer and doctor, 
Mr. Bach thinks. The doctors must rid themselves 
of the notion that a journalist will never get any- 
thing right, recognizing that science writers are as 
well trained for their specific jobs as the doctor is in 
his field, and are, by and large, people of compe- 
tence and integrity. In his own area, the science 
writer is a specialist. And, as Mr. Bach adds, “All 
of these writers work for an institution or business 
whose freedom is guaranteed under the Constitu- 
tion of the United States and all of the state consti- 
tutions. Under such guaranties, the press stands by 
common consent first among the organs of public 
opinion. 

**A reporter’s job is to report news accurately and 
impartially, and if he is working on a medical story 
he naturally turns to the doctor for the facts. He 
should turn to the medical profession for his in- 
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formation because, naturally, it is the best informed 
and should always be considered the authoritative 
source. The facts about American medicine and the 
health of the American people have to be told by 
those who know them. If the reporter cannot get 
the facts from you, the doctor, he will go elsewhere 
and the chances of the medical profession for get- 
ting an accurate story before the public may be lost.” 

The article urges doctors to give closer study 
and broader interpretation to the “Principles of 
Medical Ethics of the American Medical Associa- 
tion” as they apply to all the media of public in- 
formation—press, magazines, radio, and television. 

It also urges state and county medical societies 
which have not already done so, to set up active 
press relations committees, and to empower them 
to serve effectively as liaison between the physician 
and all media. 

Medical press relations, says Mr. Bach, boil down 
to this: 

“It is considered unethical for a physician to re- 
lease a story or picture on his own to newspapers 
and magazines. On the other hand, it is considered 
ethical if the physician works through the press 
committee of his local society or the full-time em- 
ployee who serves that society. In that way, his 
colleagues are his judges, and, in abiding by their 
judgment, he cannot be accused of being a pub- 
licity seeker.” 

Mr. Bach, with the approval of the Board of 
Trustees of the American Medical Association, has 
served as consultant in press relations for the 
American Academy of General Practice at its 
annual assemblies. His incisive discussion of medi- 
cine’s relations with the press is proof that he is 
expertly qualified for such work. 


We Really Do Know Better 


WE ALways squirm when a smooth-voiced announc- 
er tells his audience about the medical advantages 
of the brand of cigarettes he’s paid to advertise. We 
squirm even harder when another announcer ties 
together some purported medical advantage with a 
statement that more physicians use his brand than 
any other. Here is a subtle implication that we 
doctors choose this cigarette because we know it’s 
good for us. 

A great many doctors smoke cigarettes—and 
smoke heavily. They choose their brands for all the 
funny little reasons or as a result of the same ad- 
vertising pressures that influence other people who 
smoke. The only way that doctors are different 


from other smokers is that they have gone to a lot 
of trouble to show that smoking is. anything but 
innocuous. 

Tumors of the larynx, cancer of the bronchus, 
certain peripheral vascular disorders—these are 
some of the serious conditions shown by medical 
investigators to be related to the use of tobacco. 
They have also shown that smoking makes some 
simpler disorders worse. For example, a little chron- 
ic bronchitis becomes a smoker’s harassing morning 
cough. And no one has ever found that smoking 
perfumes the breath. 

Knowing these things, we naturally resent any 
implication that physicians endorse a certain cig- 
arette for medical reasons. We would like it better 
if cigarette advertising stopped telling about doc- 
tors’ smoking, because it is hard to face some of our 
patients. 

If advertisers must talk about how much we 
smoke, they might at least add, “But doctors really 
do know better.” 


George Will Do It, All Right! 


ARE we getting tired of our democratic processes ? 
President Truman indicated that he thought we 
might be when he recently pointed out that during 
the past century a steadily increasing number of 
eligible voters have been staying away from the polls. 

“In the election of 1880, more than 78 per cent 
of the eligibles voted,” pointed out the Chief 
Executive. “In 1900, it was 73 per cent. In 1948, 
when there were about 96 million voters in this 
country, only 49 million cast ballots.” 

The President scored laziness and indifference as 
principal reasons for failure to go to the polls. 

“Those who fail to vote think that George will 
do it,” he said. 

This is what accommodating George will do for 
you this November. 

He will select the President of the United States 
for the next four years. 

He will also select the Vice-President of the 
United States for the next four years. This vice- 
president will preside over Senate meetings in 
which his influence in shaping legislation will not 
be minor. 

Good old George will also pick out for you a 
whole House of Representatives. Yes, the entire 
497 are up for your nod as they are every two years. 
But George can nod for you while you go fishing. 

George can also take care of a third of the 
Senate, up for election the same day. 
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That’s about all you can expect George to do for 
you directly when he folds that white paper and 
drops it in the box. 

But indirectly, George is doing even more. 

The new President he has chosen for you will 
pick out members of his Cabinet. They will be in 
charge of some rather important areas of our na- 
tional life. 

Old voter George may care whether or not their 
policies are going to coincide with his social 
thinking, but that needn’t concern you too much. 
George always was a worrier. 

The President will also appoint a few other people 
as he goes along, a handful of Ambassadors and 
Ministers, a few Supreme Court Justices, perhaps, 
and some members of his largish executive family. 
Oh, yes, and the top U. S. representatives at the 
United Nations. 

These appointments will have to be confirmed by 
three-fourths of the Senate, of course, and only a 
third of the Senators are up for election. Shucks, 
let George do it. 

Good old George. He’s got time to make two 
trips to the polling place, one to register, one to 
vote. 

George doesn’t have as much on his mind as 
you do. You’re a busy man. Time is precious. 
Every second. 


Yep, George’ll do it. 


The Human Factor 


Ever since the publication of the ‘Dichter Report” 
in 1951 (see GP, October, 1951) the subject of 
human relationships in medical practice has ab- 
sorbed an increasing amount of attention and sug- 
gestion from those interested in the welfare of the 
medical profession. 

One of the latest to raise his voice in support of 
improved personal relationships in private and hos- 
pital practice is Dr. Albert Sidney Dix of Mobile, 
Ala., writing on “An Essential Adjunct to Scientific 
Medicine” in the April, 1952, issue of The Journal 
of the Medical Association of the State of Alabama. 
Dr. Dix stresses the point of view now widely held, 
that scientific medicine cannot by itself fill the 
needs of patients—nor does the practice of pure 
scientific medicine fulfill the doctor’s obligation to 
them. 

The author expresses admiration for the doctor of 
former years “whose methods were often unscien- 
tific as compared with ours . . . but who, neverthe- 
less, practiced the best scientific medicine he knew; 
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his failures had greater justification than ours today. 

‘tHe surpassed many of us today in the art of his- 
tory taking and in physical diagnosis,” writes Dr. 
Dix. “His job was harder than ours, his cure rate 
much lower, his mortality rate much higher. In 
many instances, rather than a cure, he was able to 
bring only comfort and courage to his patient, but 
he was honored and respected, and his efforts ap- 
preciated. He was held in high esteem by his com- 
munity and . . . stood out from the common herd. 
The physician was accepted by his patients not only 
as qualified to diagnose and treat their illnesses, but, 
in addition, as the family doctor, a trusted and be- 
loved friend and a wise counsellor in all matters per- 
taining to the happiness of the family. He deserved 
this confidence which the patients had in him, and 
they gave it freely.” 

Dr. Dix then traces the rise of specialization as 
medical knowledge increased, the resulting defen- 
siveness and insecurity of the general practitioner, 
the dilemma of the patient. As treatment became 
more scientific, it became more impersonal. The pa- 
tient, faced with the need of both expert care and 
medical counselling, felt that he could not have 
both, but must make a choice. 

“The fact today is that a well-trained, alert spe- 
cialist knows more about his particular field of medi- 
cine or surgery than the average general practi- 
tioner. But the well-trained and alert general prac- 
titioner knows more about every other phase of 
medicine than does the specialist. A well-trained 
general practitioner can diagnose and treat correct- 
ly a higher percentage of human ills than any spe- 
cialist. There must then be mutual respect and ad- 
miration one for the other. There must also be co- 
operation designed toward furnishing the patient 
with total medical care,” writes Dr. Dix. 

The effect of the physician’s attitude on the pa- 
tient’s condition must always be taken into account, 
says Dr. Dix, who feels that the best solution, under 
present conditions is the “personal physician” for 
every individual, who will “‘call in” (not “refer to”’) 
the specialist when needed, and who will follow 
through with the patient to the end of his illness. 
All doctors, interns, and residents should be trained 
primarily, he declares, as personal physicians. 

**It is not the branch of medicine or surgery prac- 
ticed that determines fitness as a personal physi- 
cian. The determining factor is the physician him- 
self, and it is possible for a neurosurgeon or obste- 
trician with a genuine interest in people to be a 
better personal physician than a physician in gen- 
eral practice who lacks this essential adjunct. How- 
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ever, the mere referral from one specialist to anoth- 
er, without either doctor being willing to direct the 
entire medical program of the patient, can never 
take the place of a personal physician. 

*‘We may fail in our attempts to rid the patient of 
his disease, or to stop the process which is taking 
his life, but we have no valid excuse to fail in main- 
taining to the end the patient’s faith, confidence 
and love for concludes Dr. Dix. ‘Anyone who, 
by act of commission, or by neglect, destroys that 
faith injures not only the patient, but our profession 
and hospitals as well.” 


The Threat of Chronic Disease 


A POPULAR topic nowadays is the aging of the popu- 
lation of these United States. Of course this does 
not mean that children and young people are in 
especially short supply—just that we have more old- 
sters, and prospects of having still more. To a large 
extent, this trend is a tribute to medical advances, 
particularly to effective methods for controlling in- 
fections. And on the face of it, there is nothing 
wrong with this. (Unless you object to the fact that 
some physicians have begun calling themselves geri- 
atricians.) As a matter of fact, when we look at our 
friends and some of our relatives, we can be thankful 
we have old people. We like them. Most of them 
don’t need any help in life adjustment, and they 
seem to be doing all right without vocational guid- 
ance. But there are exceptions—and then there is 
the question of illness. 

IlIness in the latter years of life is mainly a matter 
of degenerative and neoplastic diseases—all com- 
mon, all likely to be chronic, and all eventually ex- 
pensive. Putting one and one together, it is obvious 
that we can expect a tremendous increase in the in- 
cidence of chronic diseases. Of course, there is al- 
ways the prospect that additional medical knowledge 
will provide methods for preventing or curing the 
worst of the chronic diseases we know about today. 
Certainly many efforts are bent in this direction. 
But, if this happens, we might then expect Nature to 
provide us with a new set of problems—perhaps 
more common, more chronic, and more expensive. 

Since we have the expectation of an increased in- 
cidence of chronic diseases, obviously we would be 
wise to develop plans for dealing with them. Such 
plans must include more than medical care. There 
are knotty financial and sociologic problems also to 
be faced. Entangled in these knots are political fac- 
tors that could lead to a victory for advocates of 
socialized medicine. In these relatively prosperous 


times, chronic diseases have comparatively little po- 
litical repercussion. But what would happen if we 
were to suffer another national depression? Would 
we follow England’s path? To what extent would 
the problems of chronic diseases turn us into that 
path? 

Let’s consider for a moment what is being done to 
guide us to a solution of all these problems. One 
planning agency is the Commission on Chronic IIl- 
ness, sponsored by the American Medical Associa- 
tion and a number of other participating organiza- 
tions. Another agency is the Bureau of Tuberculosis 
and Chronic Disease of the United States Public 
Health Service of the Federal Security Administra- 
tion. Presumably too, President Truman’s Commis- 
sion for the Health Needs of the Nation will have 
something to say about chronic diseases. And in all 
this planning, physicians in active practice are tak- 
ing comparatively little interest or part. 

Foreseeing certain dangers from a lack of wide- 
spread physician interest in the planning for care of 
chronic diseases, a committee of the A.M.A. House 
of Delegates two years ago recommended that state 
medical associations appoint committees for study 
in this field. With few exceptions, the effects of this 
recommendation are scarcely noticeable. State asso- 
ciations, and physicians generally, are apathetic in 
their attitude. Will we become interested in time? 


Put the Assembly in Your Library 


Ir Has long been our contention that much of the 
value of any good medical meeting is wasted be- 
cause the mind cannot retain the barrage of visual 
and oral impressions. And a thirty-minute lecture, 
printed in a journal six or eight months later, loses 
all of its original spontaneity. Then there is the 
problem of the doctor who wants to attend, but is 
prevented by distance, weather, or an unco-oper- 
ative primigravida. 

The solution to both these problems is presented 
in the Abstracts of the 1952 assembly now being 
mailed to those who were wise enough to enter 
advance orders during the meeting. This attractive 
book is sound in conception, fact-packed in con- 
tent, and its $3.00 price is almost unbelievably low. 
In its 250 pages is all the “meat” of the entire 4-day 
Atlantic City Assembly. 

It will refresh important facts already forgotten, 
clarify some which were not understood at the 
time, and succinctly present those missed entirely. 
And if you didn’t get to Atlantic City, Abstracts is 
the next best thing. The book is profusely illustrated 
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with some 200 photographs and drawings, plus 
twenty-seven charts and numerous tables. Some 
entire scientific exhibits are reproduced pictorially. 
Praise of the book must be matched by laurel 
wreathes for the two editors: Dr. A. R. Marsicano 
and Dr. Thomas E. Rardin. Without their vision 
and concentrated effort, this monumental task 
could never have been accomplished. That they 
labored to good purpose is self-evident, for no 
essential fact has been omitted, no extraneous 
phrase allowed to slip in. They have established 
another “‘first” for the American Academy of Gen- 
eral Practice, to which other medical organizations 
will point with envy. 
We believe, without exaggeration or bias, that 


Guest Editorial. . . 


Tuis subject has been a standing joke in the medical 
profession for the last two years. Like most jibes, it 
has a sincere and deep-rooted basis in fact. Despite 
any humorous connotation there is here, the truth 
of the matter is that it needs to be stopped and 
stopped now. 

When various academies and boards were or- 
ganized, they were formed for the purpose of trying 
to improve all standards in a particular division of 
medicine. For example, the American Academy of 
General Practice was incorporated for the purpose 
of raising the level of practice of its members. 

It is not, and never has been, the intent of these 
organizations to take on political connotations, but 
such powers as any group may wield must have 
some political meaning. This is a double-edged 
sword. Used for good, such influence may do much 
to improve standards. Used purely for political 
purposes, such powers are dangerous to medicine 
as a whole. 

Never, in the basic thinking of the academies and 
boards has there been the slightest attempt to 
limit the practice of medicine to their own mem- 
bers. Yet, through the mistaken ideas of some 
more interested in money than in medicine, this 
has been done. 

Many a large hospital is no more than a closed 
union shop where each worker must have a card 
to get a job at all. Rigid seniority is followed. The 
question is not “How good is the man?”, but 
“How long has he been a member of the union 
and the shop?” 

Jurisdictional disputes are common. The bone 
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Abstracts is the biggest bargain in a medical refer- 
ence text we’ve ever seen. It should be a ‘“‘must” 
for the library of every general practitioner. 
Unfortunately, every general practitioner won’t 
be able to get a copy. Approximately a thousand 
copies were printed in addition to prepublication 
orders. At this writing, several hundred of those 
have already been sold. Since the book was priced 
as close as possible to actual cost of production, 
a reprinting would not be economically practical. 
So it is strictly “first come, first served’’—and our 
congratulations to those fortunate enough to get a 
copy. They have, in our opinion, something worth 
many times the price—to which they will turn for 
valuable help time after time. 


Medicine 


setter’s union raises the very devil if a member of 
the child doser’s union so much as looks at the 
child’s broken finger. Forgotten completely is the 
basic objective of public service. Emphasis is on 
the mad scramble to keep up the union bars and 
see that no scab is allowed to work. Even under- 
tones of collective bargaining are becoming appar- 
ent. With the closed shop, prices can be kept up 
and men who might be a bit critical of policy can 
be hushed up in a hurry. 

Many medical organizations at the local level 
have begun to partake of all the worst features of 
labor unions without accepting the good features. 
There is nothing wrong with the labor union, but 
I will refuse to admit that a physician comes in 
the category of labor. 

That the physician is essentially a laborer is the 
contention of those who would force regimentation 
upon us. There is no easier way to allow the advo- 
cates of socialized medicine to gain their ends than 
to play into their hands by behaving as lower 
bracket workers, rather than as professional men. 

It is my contention that unionism is one of the 
finest things that has happened for the laborers of 
this country. It should be supported. But, unionism 
has no place in any public service or profession. 
If the doctor wishes to become a laborer, he has 
certainly started properly to achieve this end. 
Contrariwise, if we wish to maintain the dignity of 
a profession, then the only qualification for a man’s 
advancement must be his integrity, diligence, and 
skill. All thoughts of the “closed shop” must be 
abandoned. —Pavut Wiuamson, M.D. 
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BY DARRELL C.CRAIN, M.D 
Washington, D. C. 


Che Painful Shoulder. Ftomitis 


Although pain in the shoulder may result from a variety of causes, purely local shoulder pain usually falls into 


one of two categories: calcific tendinitis or adhesive capsulitis. Pain that comes on suddenly after obvious injury 


usually represents a musculotendinous tear, while pain in the shoulder accompanied by symptoms in the hand 


usually is a reflex dystrophy. Of all types, acute calcific tendinitis is most important to recognize promptly, 


because of the need for immediate treatment with x-ray or with cortisone. 


Despite the voluminous literature which has accu- 
mulated on this subject in recent years, painful 
shoulders continue to harass both patients and phy- 
sicians. Indeed, patients with this chief complaint 
seem to be appearing in increasing numbers, while 
physicians are often receiving them with increasing 
consternation. There is confusion about the condi- 
tions which cause this annoying and often persistent 
symptom, and it is heightened by the variety of 
terms used to designate various subdivisions. 

To most people, every abnormal sensation in or 
around the shoulder is “‘bursitis.”” Many physicians 
—even some of those writing on the subject—are as 
inaccurate. The last Rheumatism Review to appear, 
the ninth, stated, ‘More confusion appears to sur- 
round the subject of ‘Painful Shoulder’ than any 
other topic treated in this Review. In current writ- 
ings there is little harmony of thought among either 
physicians or orthopedists.” In preparing the ninth 
Rheumatism Review the editor-in-chief wrote to the 
co-authors, “This section . . . . is the worst topic of 
all to make coherent, because there is little or no 
coherence or consistency in the literature it con- 
cerns—just confusion and contradictions.” A review 


of much of the literature since the ninth Rheuma- 
tism Review indicates that this confusion still exists. 

The purpose of this paper is, therefore, to sug- 
gest a uniform terminology in classifying the more 
common conditions producing pain in the shoulder, 
to list the essential differential diagnostic criteria 
distinguishing them, and to outline practical points 
of treatment. 

Pain in the shoulder, like pain in any part of the 
body, may arise from purely local conditions, trau- 
matic, inflammatory, or degenerative; it may be a 
part of systemic disease; or it may be referred from 
diseased parts quite separate from the painful lo- 
cality. Thus, one author has listed more than thirty 
conditions which will produce a complaint of pain- 
ful shoulder. Although many separate causes un- 
doubtedly exist, there is little of practical value to 
be gained by reviewing them here. Thus, the painful 
shoulders that are part of generalized conditions, 
such as osteoarthritis or rheumatoid arthritis, would 
rarely be confused with the conditions to be dis- 
cussed. Similarly, radicular pain in the shoulder due 
to osteoarthritis of the cervical vertebrae, or pain 
referred to the shoulder from acute cholecystitis is 
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Figure 1. Acute calcific tendinitis, demonstrating maximum 
arm elevation as compared to normal shoulder. One week later, 


following x-ray therapy, full range of motion was p 


usually accompanied by other symptoms that sepa- 
rate it from the primarily local conditions of the 
shoulder which are the subject of this paper. 


Terminology and Classification 


Before classifying the separate conditions, how- 
ever, it would seem appropriate to discuss the over- 
all designation by which these diseases are identi- 
fied. The first Rheumatism Review, published in 
1935, mentioned shoulder pain only briefly. The 
fourth Rheumatism Review, appearing in 1938, in- 
troduced the term “painful shoulder” which has 
been the accepted term since that time. In 1941 
Bosworth suggested that, since a precise preopera- 
tive diagnosis often cannot be made, the clinical 
diagnosis should be in two parts. The first should 
be simply “Internal Derangement of the Shoulder,” 
and the second should be the name of the lesion 
suspected but not certainly present; e.g., “Internal 
Derangement of the Shoulder; Noncalcific Supra- 
spinatus Tendinitis.”’ Logical as this suggestion may 
be, it is clumsy and unhandy and hardly lends itself 
to practical use. 

The term “homitis” was suggested to me by Pro- 
fessor Ross Macdonald of the Georgetown School 
of Linguistic Studies, being derived from the Greek 
word “homos,” meaning the upper arm and shoul- 


der, and “‘itis,” inflammation. This term would cor- 
respond to the term “‘coxitis” which is sometimes 
used for painful conditions of the hip. It is, of 
course, subject to the objection that not all the 
conditions being discussed are primarily inflamma- 
tory. It does, however, have the attribute of brevity 
and by its nature would immediately indicate local 
conditions in the shoulder. It is, therefore, sug- 
gested as a substitute for the less specific “painful 
shoulder.” Under this general heading would then 
be included the following subdivisions: 


1. CALCIFIC TENDINITIS 
a. Acute 
b. Chronic 
c. Quiescent 

2. ADHESIVE CAPSULITIS 
a. Acute 
b. Chronic 

3. MUSCULOTENDINOUS TEARS 
a. Partial 
b. Complete 

4. REFLEX DYSTROPHY 


Calcific Tendinitis 


Acute. This is the condition which is popularly 
referred to by patients and by many physicians as 
“bursitis.” Although calcific deposits may occur 
anywhere in the tendinous capsule of the shoulder, 
made up by the tendons of the rotator cuff, never- 
theless it is most common in the supraspinatus 
tendon overlying the subacromial bursa. Since its 
exact location cannot be determined by x-ray, it was 
formerly believed to lie in the bursa itself. However, 
numerous explorations of the shoulder have shown 
that the deposit is originally outside the bursa, al- 
though it may later rupture into it. 

Clinically, the most significant factor in acute 
calcific tendinitis is the sudden onset of acute pain 
in the shoulder. Frequently this may come on in 
the early morning hours, awakening the patient 
from sleep; or it may be first noted during the day 
when the patient moves the shoulder to pick up 
some light object or to perform some motion that is 
usually done without thought. Within a matter of 
a few hours, the pain is usually constant, severe, 
and greatly increased by any motion of the shoul- 
der. In less severe cases, this intense pain may 
take twenty-four to forty-eight hours to develop. If 
untreated, severe agonizing pain may persist for 
days or even weeks. In most cases, however, the 
acute pain begins to subside after two or three days, 
following which there is a persistent dull ache in the 
shoulder. The pain is accentuated by motions of the 
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Figure 2. Small, early calcific deposit. 


arm, particularly elevation, internal rotation, and 
abduction. Such motions as are required in shaving 
or combing the hair, reaching into the hip pocket, 
fastening a brassiere, or putting on a coat, are im- 
possible because of the extreme accentuation of the 
pain when they are attempted. The pain is usually 
severe enough to cause the patient to seek medical 
aid soon after its onset. 

When the patient comes for examination, the his- 
tory of acute onset of severe pain, localized in one 
shoulder, should immediately arouse suspicion as 
to the diagnosis. Localized sharp tenderness over 
the calcific deposit is the most significant physical 
finding. Associated with this is limitation of motion 
of the shoulder in all directions, particularly eleva- 
tion, internal rotation, and abduction (Figure 1). 
Since, as has been mentioned, the calcific deposit 
may be in any portion of the shoulder capsule, the 
point of tenderness may also be anywhere over the 
shoulder capsule. The most frequent points of ten- 
derness, but by no means the only ones, are over 
the subacromial bursa and along the bicipital groove. 

The diagnosis is confirmed by the x-ray finding 
of calcific deposit. X-ray films should always be 
taken in two positions—forced internal rotation and 
forced external rotation. The size and consistency 
of the deposit, as seen in x-ray, will vary tremen- 
dously. Often an early acute case will show only a 
tiny speck of thin material (Figure 2), while other 
cases, even shortly after the onset of the first attack, 
will show a large solid deposit, or multiple deposits 
(Figures 3 and 4). 

At present, the freatment that will afford the 
greatest relief to the largest number of cases in the 
least time is x-ray therapy. This statement is made 
without reservation, and al] cases of acute calcific 
tendinitis should be given x-ray therapy as soon as 
the diagnosis is made, provided there is no other 
contraindication. The usual dose is 150 r. daily for 
four days; smaller doses, however, may be effectual. 


Figure 3. Old, well-formed calcific deposit. 


Some measure of relief from the acute pain is usually 
experienced even before the second treatment has 
been administered; and by the completion of the 
fourth treatment, many patients will be completely 
relieved, while others will show only a moderate 
ache. The efficacy of x-ray therapy, however, is in 
direct proportion to the promptness with which it 
is started after the onset of symptoms. When x-ray 
treatment is started within forty-eight hours after 
the onset of pain, prompt and complete relief can 
usually be expected. On the other hand, if x-ray 
therapy is delayed more than a week, its efficacy is 
considerably diminished, and if delayed more than 
three weeks, it will only rarely be beneficial. For 
this reason, patients should be referred to the x-ray 
department with the following instructions: ‘X-ray 
shoulder—calcific tendinitis suspected. If diagnosis 
is confirmed, please start treatment immediately.” 

During this acute painful period the patient is 
given l-grain codeine tablets or 5-milligram Dolo- 
phine tablets to use as needed for relief of pain. 
This is rarely needed more than two to four days. 
During this period, the arm is carried in a sling, 
the most comfortable position being with the palm 
of the affected side on the opposite upper chest. 
Complete immobilization by means of a Velpeau 
bandage for a period of one to two weeks will at 
times help to relieve the acute pain. 

Immediately following the completion of x-ray 
therapy, the patient should be started on active 
physical therapy. This should include a twenty- 
minute baking period with the infrared lamp once 
or twice daily at home, followed by exercises, and 
supplemented by professional physical therapy two 
to three times weekly in the form of diathermy and 
exercises. The diathermy must be kept at a very 
low heat, and in occasional cases cannot be tolerated 
at all. Exercises should include circumduction to 
start, then active abduction and internal and exter- 
nal rotation as pain disappears. 


Figure 4. Old, multiple calcific deposits. 
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Many other treatments have been advocated for 
acute calcific tendinitis, including needling, early 
surgical removal, short- and long-wave diathermy, 
immobilization, and intravenous injections of am- 
monium chloride. None of these, however, will pro- 
duce the consistently good results which x-ray ther- 
apy does when it is applied early. For this reason, 
it is the treatment of choice. 

In those cases that are seen too late for x-ray ther- 
apy to be of value and in those cases that do not 
respond to this modality, diathermy and exercises 
are usually effective. 

Cortisone is frequently a valuable adjunct in ob- 

stinate cases. Although the exact dose for any indi- 
vidual case may vary considerably, the following 
general rule can be observed. An initial dose of 
25 mg. (one tablet) twice daily at 8:00 a.m. and 
8:00 P.M. is given for three days. If relief is not ob- 
tained, the dose is increased 12.5 mg. (14 tablet) on 
the morning dose and continued for another three 
days. If this, too, is ineffectual, the evening dose is 
similarly increased, and this increase of 12.5 mg. 
per day every third day is therefore continued to 
the smallest effective maintenance dose, not to ex- 
ceed a total of 100 mg. per day. This maintenance 
dose is continued seven days, and then the drug is 
decreased 12.5 mg. every third day until discon- 
tinued. If symptoms recur, the dose is increased to 
the maintenance level another seven days and then 
again slowly discontinued. 
’ It seems quite probable that the early administra- 
tion of cortisone may eventually be the treatment of 
choice in calcific tendinitis. However, too little ex- 
perience in its use to date prohibits a definite state- 
ment in this regard. 

Recurring attacks of acute calcific tendinitis are 
occasionally seen in one or both shoulders. Such 
patients may also develop calcific tendinitis in other 
regions, such as the hips, knees, wrists, and toes. 
These areas, too, usually respond promptly to x-ray 
therapy. Occasionally a recurring acute calcific 
tendinitis will precede a true attack of rheumatoid 
arthritis or, more rarely, gout. 

Calcific Tendinitis, Chronic. Some cases of acute 
calcific tendinitis will not subside entirely but will, 
after several weeks, taper off into a persistent, low- 
grade, chronic condition. Pain, while less severe, 
is persistent and controlled only imperfectly by as- 
pirin. Shoulder motions remain restricted, and, be- 
cause of this, there is less and less use of the arm, 
with resultant disuse atrophy of the muscles. X-ray 
will show one or more well-formed, hard calcific 
deposits and may also show osteoporosis. Exami- 


nation of the shoulder shows varying degrees of re- 
stricted motion, while point tenderness is less 
marked than in the acute cases. If untreated, some 
cases may progress to the picture of adhesive cap- 
sulitis described later. 

Treatment of the chronic cases is often unsatis- 
factory medically; all, however, should be given a 
trial on diathermy and exercises and cortisone. If 
the pain and limitation of motion persist, surgical 
removal of the calcific deposit is in order. The pa- 
tient should be warned, however, that new deposits 
may re-form at a later date. 

Calcific Tendinitis, Quiescent. The routine x-ray 
of shoulders will reveal a certain percentage of cases 
having calcific deposits in the tendinous capsules 
without symptoms. Indeed, many cases of acute 
calcific tendinitis, when x-rayed, will show hard de- 
posits that have been present and quiescent for 
many months. This would seem to indicate that it 
is not the deposit alone that produces symptoms, 
but rather some irritation of the tissues in the vicin- 
ity of the deposit. This, however, is a matter of 
conjecture, and the actual cause of the deposit and 
the exact relationship of the deposit to symptoms 
are unknown. No treatment is therefore indicated, 
in our present state of knowledge, for quiescent cal- 
cific tendinitis. Indeed, since the condition is 
asymptomatic, one may question whether it should 
rightfully be classified under conditions of “* Pain- 
ful Shoulder.” 


Adhesive Capsulitis 


In contrast to cases of acute calcific tendinitis, 
the onset of adhesive capsulitis is usually insidious, 
and the progress slow and gradual. The patient 
may not come for treatment until he has been aware 
of some symptoms for several weeks or several 
months, and he frequently mentions that he mis- 
took the onset of the condition for a mild strain, 
‘ta cold in the shoulder,” or “twisting the shoulder 
while asleep.” As time goes on, however, the pain 
and soreness increase and are described as being 
generalized throughout the shoulder and the mus- 
cles of the arm, and even of the upper back. Pain, 
while a prominent and constant symptom, is never 
the severe agonizing pain of calcific tendinitis. 

The most significant physical finding is increas- 
ing limitation of the motions of the shoulder. The 
exact extent of this will depend on the length and 
severity of the condition, and may vary from minor 
restrictions of elevation to complete immobility— 
the so-called ‘‘frozen shoulder.” Those cases which 
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start in the long head of the biceps will show ten- 
derness over the bicipital groove in the early stages, 
and this may persist. In contrast to acute calcific 
tendinitis, however, point tenderness is usually not 
present. 

Surgical exploration of these shoulders has shown 
a diffuse inflammatory reaction extending over the 
entire capsule. This led Neviaser to suggest the 
descriptive term “adhesive capsulitis” which would 
seem to be gaining deservedly greater recognition. 
However, many other terms, including periarthritis, 
noncalcific bursitis, secondary painful shoulder, etc., 
are still used. 

There can be no hard and fast line between the 
acute and chronic stages of this condition, since one 
gradually passes into the other. In many cases, ad- 
hesive capsulitis is self-limiting, and complete spon- 
taneous remissions have been reported. 

Because of this tendency to be self-limiting, treat- 
ment should always be started with a conservative 
regimen of baking and exercises at home, with pro- 
fessional physical therapy in the form of diathermy 
and exercises carried out once or twice weekly. 
Adequate doses of salicylates will usually control 
the pain. When the condition progresses despite 
this therapy, or when the patient already has a 
completely frozen shoulder, more drastic therapy is 
needed. Manipulation under anesthesia has been 
an accepted practice, but because of the hazards 
must be carried out only by a competent orthopedic 
surgeon and is now being used less and less. Con- 
stant traction may be an acceptable substitute. 
Opinion at the present time is divided on the use 
of cortisone in these cases, but a certain number 
will respond to this drug. I believe that, if no con- 
traindications exist, persistent adhesive capsulitis 
should have a trial on cortisone therapy. Dosage 
should follow the rule previously outlined for cal- 
cific tendinitis, and the smallest dose that will pro- 
vide a clinical response should be used. Once 
started, the therapy should be continued at least 
six weeks, possibly longer, provided no untoward 
side reactions occur. Discontinuance of the drug 
should be very gradual, with the dose being de- 
creased by 12.5 mg. (% tablet) every third day 
until it is discontinued. Before cortisone is started, 
the patient should be warned of its possible adverse 
reactions, and should also be told that when dis- 
continued the symptoms may recur. A few ortho- 
pedic surgeons at the present time feel that corti- 
sone should be used for a short period before and 
after manipulation. The exact place of cortisone 
therapy in this condition, however, must await fur- 
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ther investigation. The use of intra-articular injec- 
tions of hydrocortisone (“Compound F”) would 
seem logical. 


Musculotendinous Tears 


Tears of the musculotendinous rotator cuff are 
not infrequent, and since their early recognition 
and proper treatment may spare the patient con- 
siderable difficulty in years to come, the clinician 
must keep this diagnosis constantly in mind when 
dealing with painful shoulders. Although a com- 
plete discussion of this subject is more properly 
confined to orthopedic papers and textbooks, cer- 
tain fundamental facts must be borne in mind. 

The rotator cuff of the shoulder is a strong, thick 
structure formed by the intermingling of the muscu- 
lar and insertion tendon fibers of the external rota- 
tors (the supraspinatus, the infraspinatus, and teres 
minor) which are attached to the greater tuberosity 
of the humerus, and the internal rotator (the sub- 
scapularis) which is attached to the lesser tuberos- 
ity. In young people this cuff is exceedingly strong, 
and its rupture is almost impossible. As the years 
go by, however, degenerative changes of varying in- 
tensity occur. By the fifth decade of life, this de- 
generative process is sufficient in practically all per- 
sons to permit tearing under certain circumstances. 
Furthermore, since the fibers of the various muscles 
intermingle so as to be practically indistinguishable, 
it is often impossible to say exactly which fibers 
have been torn; however, tears in the region of the 
fibers of the supraspinatus are those most com- 
monly encountered. 

Three types of rupture are usually recognized: 
partial ruptures, in which fibers in the substance of 
the tendon may be torn or pulled away from the 
bone; complete ruptures, in which the tear extends 
through the full thickness of the tendon and in- 
volves the joint capsule; and massive avulsions, in 
which the greater part of the cuff is completely de- 
tached from both humeral tuberosities. 

Symptoms are similar in all, varying mainly in 
the degree of pain and disability produced. The 
onset of the condition is always abrupt, coming on 
suddenly during some strenuous use of the shoul- 
der. Persons doing strenuous manual labor after 
the age of fifty are particularly susceptible. How- 
ever, the condition may come on when bracing the 
body attempting to break the force of a fall, or may 
occur after lifting heavy bundles, minor trauma be- 
ing more common in older persons with advanced 
degenerative changes. The patient usually notices 


e 
a 
ia 


a sharp pain and a sudden snap in the shoulder. 
If the tear is minimal, he may be able to continue his 
work, but if extensive, any motion of the arm may 
be impossible. Unfortunately the acute pain may 
subside, leaving only a dull ache, usually accentu- 
ated by use, so that the patient believes he has only 
a minor strain and may delay days or even weeks 
before seeing a physician. When he does, the above 
history should immediately arouse suspicion. 

On examination, the interference with abduction 
is the most characteristic sign. If the tear is small, 
the patient may be able to abduct the arm partially 
himself, although this is usually accompanied by 
rather marked pain. However, passive abduction of 
the arm may be carried to a right angle without 
significant pain. The arm, then, cannot be kept in 
this position by the patient alone, or can be kept so 
for only a few seconds and with extreme difficulty, 
after which it will drop to the side if the examiner’s 
support is withdrawn. Examination of late cases 
usually shows atrophy of the supraspinatus and in- 
fraspinatus muscles, a condition only rarely seen in 
other shoulder disabilities. 

Treatment of musculotendinous tears is a matter 
for the orthopedic surgeon. Although small partial 
ruptures may heal completely under conservative 
measures of physical therapy, massage, and exer- 
cise, tears of even modest extent should be sutured 
early to prevent permanent disability. If seen late, 
adhesions within the capsule and secondary mus- 
cular contractures may be the signal for delaying 
operation until some of this is overcome with phys- 
ical therapy. This, however, is a matter for the or- 
thopedic surgeon to decide. 


Reflex Dystrophy 


This condition, frequently referred to as “reflex 


sympathetic dystrophy,” or ‘“‘shoulder-hand syn- 
drome,” has only recently been the subject of in- 
vestigation and description. Symptoms come on 
rather abruptly and may be noted first in the shoul- 
der or in the hand, or the two may be affected simul- 
taneously. The shoulder presents rapidly develop- 
ing generalized stiffness, soreness, and diffuse mod- 
erate pain which becomes acute on motion, partic- 
ularly elevation of the arm. The hand presents a 
picture similar to that seen in causalgia or Sudeck’s 
atrophy (to which the condition may be allied). It 
is best described as a generalized brawny thickening 
with tense, shiny, bluish skin which usually does 
not pit on pressure. The entire hand and wrist are 
usually involved, being tender and painful. Al- 


Figure 5. Bilateral shoulder-hand syndrome showing limitation 
of motion of arm elevation six weeks after onset of symptoms. 


though the patient may complain of pain radiating 
from the shoulder to the tips of the fingers, the el- 
bow remains singularly unaffected. As the condi- 
tion progresses, the ability to elevate the arm either 
in the anterior or in the lateral plane becomes more 
restricted, while the fingers become more uniformly 
flexed with excruciating pain on attempted passive 
extension. Dupuytren’s contracture may ensue, 
while muscular atrophy (probably of disuse) is com- 
mon. Osteoporosis, frequently of rather marked 
degree, is seen by x-ray. Occasionally the shoulder 
alone may be affected without the hand being in- 
volved. At other times the condition may be bi- 
lateral (Figures 5, 6, and 7). 

The exact cause of reflex dystrophy is unknown 
and has been the subject of much speculation. It is 
seen most frequently following myocardial infarc- 
tion, but may also occur after hemiplegia, splinting 
of an arm for fracture, manipulation of a shoulder, 
following recovery from an abdominal operation, or 
it may come on without apparent antecedent pre- 
cipitating factors. 

Treatment of this condition is not too satisfactory. 
Early sympathetic ganglia infiltration with procaine 
is usually recommended. However, the results may 
be disappointing. Continuous active physical ther- 
apy must be encouraged. At the patient’s home, 
this should take the form of daily exercise of the 
hand under warm water, and of baking the shoulder 
with infrared radiation which is followed by active 
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Figure 6. Same case as Figure 5, eight months 
later after active treatment with physical therapy. 


exercise. This is supplemented by regular profes- 
sional physical therapy in the form of whirlpool to 
the hands and diathermy and exercise to the shoul- 
der. 

In addition to large doses of aspirin, the pa- 
tient wil] probably be benefited by 50 mg. of thia- 
mine hydrochloride four times daily. In addition, 
codeine, Demerol, or Dolophine may be needed to 
relieve some of the severe pain. 

Even under continued and conscientious therapy, 
permanent deformities of the hand may result. The 
most common of these is the inability completely to 
extend the fingers of the hands. X-rays of cases 
such as these will demonstrate normal joint space, 


Figure 7. Same case as Figures 5 and 6 illustrating residual 
inability to extend fingers; x-ray shows no change in joints. 


indicating that the partial ankylosis is fibrous. 

The use of cortisone and ACTH would seem to 
be indicated in these conditions, but experiences to 
date are too meager to draw conclusions. Although 
the dosage schedule would, in general, follow that 
previously listed, therapy over a longer period 
would be expected. For this reason, concurrent 
administration of potassium chloride and limitation 
of salt intake would be indicated. The precautions 
noted under adhesive capsulitis would apply in this 
condition also. 


A bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 


Here’s a Helpful Hint. . . 


ASCORBIC ACID FOR STRESS 


IN HIS REVIEW of the relation of vitamin C to adrenocortical function, Pirani wrote, “Under 
normal conditions man is supplied with stores of ascorbic acid more than adequate to cope 
with the metabolic need of acute stress. Administration of ascorbic acid, however, would seem 
indicated in severe chronic stress, especially after traumatic injuries or burns, and during 
protracted stimulation of the adrenal cortex.” Following the lead of the National Research 
Council, Pirani recommended these dosages: 1 to 2 Gm. of ascorbic acid daily for severe 
stress; 300 mg. daily for moderate stress (Metabolism, 1:197, 1952). 
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Conization and Carcinoma 
of the Cervix 


BY LEWIS BRINGS, M.D. 


CarcinoMA of the cervix is the most common malignant 
neoplasm of the female genital tract and accounts for a 
large number of deaths among women every year. 


Over a period of seventeen years, Gagnon found that not 
a single case of cancer occurred in well over 4,000 women 
treated and cured of cervicitis. This finding is substantiated 
by the well known fact that cancer of the cervix is rare in 
nulliparous women. To be able to prevent cancer of the 
cervix it appears that prevention and treatment of cervicitis 
is an important prerequisite. Cervicitis and cervical ero- 
sion due to childbirth should be treated in the post-partum 
period until the cervix is restored to normalcy. If conserva- 
tive treatment does not bring the desired result within 
eight weeks, something additional must be done. 


In looking for a simple and safe method for the treat- 
ment of cervical erosion and chronic cervicitis, conization 
of the cervix, as advocated by Hyams, was found to be 
easily performed, effective, and safe. The procedure is 
without any inconvenience to the patient and does not 
interfere with future pregnancy. It also serves as an ex- 
cellent method to secure an adequate specimen for micro- 
scopic examination. The operation has proved to be quite 
satisfactory, and this report is based on 183 cases in which 
conization was performed. Diagnosis in the majority of 
these cases was benign chronic cystic cervicitis. In two 
cases out of the 183, unsuspected carcinoma of the cervix 
was found, and both patients were treated accordingly. 


Technique. The procedure was carried out at the hos- 
pital under thiopental sodium anesthesia. The Bircher 
machine was used, and the cutting current was turned to 
five and coagulation to one. The Hyams cutting electrode 
was introduced into the cervical canal close to the internal 
os. It was turned very slowly thereby getting the blood 
vessels sealed off. Bleeding points were later coagulated 
with coagulating current, with care not to damage more 
tissue than necessary. One Oxycel sponge was packed 
tightly in the cervical canal and allowed to remain. Mor- 
tality of this uncomplicated procedure is zero. 

In the beginning the postoperative course was some- 
times complicated by excessive bleeding. It was found out 
later that a minimal amount of coagulating and a substan- 
tial amount of cutting current, as described in the preced- 
ing paragraph, will not only give better specimens for 
microscopic examination but will also prevent stricture of 
the cervix and eliminate postoperative bleeding. 

The follow-up is very important. Patients are treated at 
the office once a week. The cervix is exposed in the 
speculum, and a cotton-tipped applicator dipped in tinc- 
ture of Merthiolate is introduced into the cervical canal 
and turned gently clockwise to prevent formation of ad- 
hesions or stricture. Healing takes place in six to seven 
weeks, and the appearance is that of a firm healthy cervix 
covered by strong stratified epithelium. 
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BY ALBERT M. SNELL,M.D. 


Palo Alto Clinic, Palo Alto, California 


There are two forms of viral hepatitis—infectious hepatitis, probably transmitted by the intestinal-oral circuit; 


and serum hepatitis, caused by injection of infected human serum. Clinical evidence of viral hepatitis varies 
from the subclinical form that can be detected only by liver tests to a fulminant disease that ends fatally within 


THE importance of viral hepatitis in present-day 
medical practice may readily be gauged by the fact 
that the Cumulative Index lists almost 1,000 papers 
published on the subject during the past ten years. 
Medical interest has been inspired in part by the 
fact that hepatitis constituted the most important 
single disease of World War II, overshadowing in 
importance malaria, the dysenteries, and such viral 
diseases as influenza. It has been estimated that at 
least 250,000 men in the American forces had 
hepatitis at one time or another during the war 
years; this includes both the naturally occurring 
disease and that which was transmitted through ac- 
cidental inoculation with infected serum. The prob- 
lem has not ended with the war; more than 4,000 
patients with viral hepatitis have been treated at the 
Hepatitis Center at Bayreuth in Germany during 
the post-war period and the disease has been ex- 
tremely common in our forces in Japan and Korea. 
In the civilian world there are few communities 
which have escaped contact with the disease, and 
many local epidemics have been recorded. 

Ancient History. The history of the disease is of 
peculiar interest. It has apparently occurred in epi- 
demic form in every war since the time of Homer. 
Perhaps some of the references in earlier literature 


a few days. Complete recovery takes place in at least 85 per cent of cases. 


to “‘bilious fevers” are in reality descriptions of epi- 
demics of hepatitis. There is a record of corres- 
pondence between Pope Zacharias and Saint Boni- 
face in 751 A.D. concerning an epidemic in western 
Germany. Curiously nothing more appears in the 
literature on the subject until 1751, when Cleghorn 
commented on the presence of this disease in the 
Island of Minorca. Ten years later an epidemic was 
described by Von Herlitz, again in western Ger- 
many. During the latter part of the 18th Century 
the disease found its way into military annals, and 
there are numerous records of epidemics among 
British troops stationed in Germany at that time. 
All during the 19th Century the disease appeared in 
epidemic form in various parts of Germany and cen- 
tral Europe; these epidemics led to Frohlich’s 
original conclusions that catarrhal jaundice, epi- 
demic hepatitis, and certain cases of acute yellow 
atrophy were probably different manifestations of 
the same disease (1879). 

Modern History. The spread of the global epi- 
demic of infectious hepatitis during World War II is 
quite generally known. The disease appears to have 
made its initial appearance in Malta in 1939, from 
which point it spread to the mainland of Africa, to 
Sicily, Italy, and up the Italian boot across Europe 
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to the North Cape. German, Russian, and Allied 
armies all suffered severely; the American experi- 
ence with the disease in Italy and Africa is particu- 
larly well documented. The Pacific theatre of war 
was just as greatly troubled by the disease, every 
island seeming to furnish another endemic focus. 
Variations in the severity of the illness in these 
recent civilian and military epidemics deserve some 
comment. There seems to be a correlation between 
epidemics of hepatitis and the occurrence of in- 
creasing numbers of cases of acute yellow atrophy. 
This connection was borne out in the Swedish epi- 
demic of 1927, and more recent figures from Den- 
mark indicate a high incidence of acute and sub- 
acute atrophy during the years 1943 to 1945 in- 
clusive. It is believed by the Danish authorities that 
this wave of acute atrophy followed shortly after the 
peak of admissions of patients with acute hepatitis. 
There seems little doubt that the disease in Europe, 
and possibly also in the Pacific during the war years 
was unusually severe. The current epidemic in 
Germany appears to be much milder. Recent figures 
from Palestine are of some interest. The death rate 
there is about 3 to 6 times that usually reported, a 
circumstance which quite probably reflects crowd- 
ing and bad sanitary conditions in that country. 


Etiology 


Attempts at Cultivation of the Virus. For some time 
past, especially since the studies of Findlay and 
MacCallum appeared (1937 and 1938), it has been 
suspected that the etiologic agent of hepatitis had 
the principal characteristics of a virus. None has 
ever been grown or transmitted to animals until re- 
cently however, when Stokes reported the growth 
of IH virus on chick embryo media. He has trans- 
ferred the virus through eighteen passages, and has 
produced a disease resembling hepatitis in volun- 
teers inoculated with the cultured virus. This work 
has unfortunately not been confirmed to date. 

Other efforts at growing the virus outside the 
human body have of course been made. Extensive 
attempts have been made to infect experimental ani- 
mals with human hepatitis virus, the subject ani- 
mals ranging from white mice and canaries to horses 
and baboons. All attempts to date have been unsuc- 
cessful, although an occasional animal seems to 
have developed some illness from human icterogenic 
material. 

Jordan and Mirick have recently reported studies 
on mice inoculated with human icterogenic material 
with adjuvant use of hepatotoxic agents (urethane, 


monocrotaline). The icterogenic material (and the 
disease) have been transmitted from mouse to 
mouse. This may prove to be extremely important 
work. Studies on human volunteers have been in 
progress for ten years, and the human animal is still 
our best, and in fact our only medium for growing 
this particular virus. 

Strains of Hepatitis Virus. Two viruses, and quite 
possibly more than one strain of each, are involved 
in the production of hepatitis. These particular vi- 
ruses have many features in common but they differ 
in two ways; namely, the length of their incubation 
periods and their mutual failure to confer a heter- 
ologous immunity against infection by the other 


strain (See Table). 


Table 1. Some Differences Between Hepatitis 
Caused by Virus IH and Virus SH 
1H SH 
Insidious 
+ Marked Minimal 
Present Absent 
- Delayed Often present 
before symptoms 
immunity fo fH. No 
Immunity toSH. . . . Yes 
Gamma globulin effective in 
prophylaxis No 
Mortality. . . . 0.2 to 20% 


Type of onset... 
Constitutional symptoms at onset 
Fever at onset 

Lab. evid 


It is important at this point to consider the char- 
acteristics which they share. Both viruses will pass 
through a Seitz filter and other filters which will re- 
tain bacteria. They are able to withstand freezing- 
exposure to a temperature of 56° Centigrade for 30 
to 60 minutes, and long storage in the desiccated 
state at room temperature. They are not killed by a 
1:2,000 solution of merthiolate, by a 0.5 per cent 
solution of phenol, or by a 0.2 per cent solution of 
tricresol. The ordinary type of water chlorination 
does not affect them. They may be inactivated only 
by autoclaving, by boiling, or by exposure to ultra- 
violet light. 

Means of Transmission. These viruses may be 
transmitted by various means. The naturally occur- 
ring disease dependent on virus IH is probably 
transmitted by the “‘intestinal-oral” circuit in most 
instances, being readily propagated in areas where 
there is crowding and poor sanitation. Direct per- 
sonal contact seems epidemiologically important. 
The ordinary epidemic in civilian communities pur- 
sues a leisurely course, while in a military command 
in the field, the spread of the infection may be 
greatly accelerated. Infection by contaminated wa- 
ter occurs under some conditions, as in the Pocono 
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camp epidemic which was so carefully studied by 
Neefe and Stokes. 

The percentage of persons affected in a commun- 
ity in which epidemic hepatitis is present varies tre- 
mendously. The age factor is important; children 
and young adults are especially susceptible, and 
.there is evidence to suggest some degree of immun- 
ity in many persons more than 30 years of age. With 
contaminated water, mass infection may be the rule 
(65 per cent of exposed individuals in the Pocono 
camp epidemic). How often the virus IH (that of 
naturally occurring hepatitis) is transmitted by 
parenteral means remains unknown; that this may 
occur has been shown by the reported experience 
of Murphy and others. 

The transmission of the artificially disseminated 
SH virus is so well illustrated by the familiar story 
of the incidents which followed yellow fever vaccina- 
tion that further amplification seems unnecessary. 
Infected human serum transmitted the virus in this 
instance. Some recently reported incidents of a 
similar type merit consideration, the first having to 
do with the rates of incidence when large groups are 
inadvertently inoculated with material containing 
virus SH. There is an unpublished report of one 
episode in which a large number of men were inocu- 
lated in this manner. Frank hepatitis developed in 
49 per cent of the men and an additional 27 per cent 
had evidence of hepatitis without icterus, as estab- 
lished on the basis of hepatic functional tests. 

The second aspect has to do with the matter of 
accidental inoculation by contaminated syringes 
and needles in hospitals and doctors’ offices, and 
concerns the incidence of jaundice in patients sub- 
jected to repeated “sticking” for obtaining samples 
of venous and capillary blood, or for therapeutic 
reasons. In one Scandinavian city, it has been re- 
ported that about 80 per cent of all instances of 
hepatitis occurred in persons who had been in hos- 
pitals for various reasons and that the rate of occur- 
rence was in rough proportion to the number of 
acupunctures and venipunctures performed. Among 
diabetic patients, for instance, the incidence of the 
disease was extremely high. 

In this connection the earlier reports on the rela- 
tion of jaundice to arsenotherapy for syphilis need 
only be mentioned. Only one of the many reports 
will be considered; that of Ruge, from the German 
Navy, indicated that in about one of every three 
cases, jaundice had been preceded by arsphenamine 
therapy. This fact and the progressively rising an- 
nual rate of “‘arsenical jaundice” which he reported, 
would be interpreted today as probably indicating 
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the continued dissemination of virus SH by con- 
taminated syringes. The importance of the acci- 
dental transmission of hepatitis by syringes has re- 
cently been the subject of a report by the British 
Ministry of Health. The mechanics of present-day 
medicine and the current widespread use of blood 
and blood products furnish the greatest possible op- 
portunity for the propagation of hepatitis virus. The 
longer period of viremia for virus SH obviously 
makes it much more likely to be transmitted by arti- 
ficial means. 

This form of the disease has now been observed 
after the use of measles and mumps convalescent 
serum, whole blood, pooled plasma, both liquid and 
dried, irradiated plasma, and by various vaccines 
contaminated with icterogenic serum. It has been 
noted in narcotic addicts (“mainliners”), and has 
appeared following tattooing, and after the use of 
human thrombin. There is a definite hazard among 
blood bank and laboratory workers, to say nothing 
of surgeons and nurses. 

While plasma is the commonest means of trans- 
mission (See Table), whole blood may be solely re- 
sponsible for transmitting the disease. Bradley’s fig- 
ures from the Emergency Medical Service of Great 
Britain showed that the incidence of jaundice was 
one hundred times higher in transfused casualties 
than in those not so treated. So well established has 
the parenteral method of transmitting the disease 
become that one is inclined to agree with Bradley in 
the following statement: “When hepatitis occurs 40 
to 120 days after the administration of human blood 
product or other parenteral therapy, it is almost cer- 
tainly homologous serum jaundice (i.e., serum 
hepatitis) and must be treated as a disease with an 
appreciable mortality.” Incidentally, this may be as 
high as 20 per cent. The size of the inoculum is not 
material, but the condition of the patient receiving 
it may be. 

The question arises as to when and where serum 
hepatitis virus originated, since the disease appears 
to be propagated only in humans and by artificial 
means. Neefe is convinced that certain persons may 


Table 2. Incidence of Hepatitis 
After Blood and Plasma Infusions 
No. Inci- 
Author Cases dence Remarks 
Sborov ..... 
Brightman and Korns 649 45% 
Spurling etal... 1054 ‘7.3% 
Robinson et al. - 621 10% 
Lehane et al. . - 4430 1.3% Small pool 
11.9% Large pool 
0.8% Whole pool 
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carry the agent in their blood without ever having 
had clinical or laboratory signs of hepatitis; this 
opinion has been supported by a study of donors to 
plasma pools which were later shown to contain the 
icterogenic agent. Recently, certain professional 
donors have been found whose serum is consistently 
icterogenic; some of these individuals have at least 
laboratory evidence of hepatitis, while others appear 
to be normal in all respects. These “‘carriers”’ are of 
course being very carefully studied anc means of 
sterilizing their blood explored with particular care. 

The survival of virus in immune persons and in 
other persons who have the various lesser residuals 
of hepatitis is a matter of great medical interest but 
will probably not be settled until some specific skin 
test or some means for growing the virus is available. 


Clinical Manifestations 


Clinical manifestations of both virus and serum 
hepatitis have been described many times, both un- 
der their proper titles and as “epidemic” or “‘catar- 
rhal”’ jaundice. Only a few of the less generally ap- 
preciated aspects will be considered here. There is a 
considerable variation in the clinical picture in vari- 
ous epidemics, in cases which occur sporadically, 
and in the severity of individual cases in epidemics. 
Cervical adenopathy and the appearance of abnor- 
mal lymphocytes in the blood have been described 
in some epidemics but not in others; in some out- 
breaks, neurologic symptoms have been conspicu- 
ous. There are records of some highly fatal out- 
breaks and some with an unusually large incidence 
of residual atrophy of the liver, both acute and sub- 
acute. The coexistence of hepatitis with other infec- 
tious diseases (notably malaria and dysenteries due 
to Salmonella) has greatly modified the clinical 
course of the disease in the direction of increased 
morbidity and late relapse. The disease is a much 
more serious affair in pregnant women, and the 
mortality under these circumstances is high, a point 
on which observers all over the world agree. 

Mortality rates in various epidemics range from a 
negligible figure through the average of about 0.2 
per cent to 2 per cent or more. Steele has recently 
reported on sixty-three cases of acute epidemic hep- 
atitis and twenty-six cases of serum-transmitted 
hepatitis seen in a general hospital. The mortality 
of the first group was 4.8 per cent, of the latter 34 
per cent. Ratnoff and Mirick have recently reported 
on 287 cases of hepatitis in Johns Hopkins Hospital 
observed over a twelve-year period. The over-all 
mortality was 11.2 per cent, the mortality for pre- 


sumed SH infections being 27 per cent. The factor 
of age and also the probability that only seriously ill 
patients were admitted makes this picture of the 
mortality somewhat misleading. 

Liver Function Tests. A word must be said here in 
regard to liver function tests, which are very im- 
portant in the recognition of the anicteric type of 
the disease and of relapse and recrudescence. Ab- 
normalities in liver function appear in a fairly regu- 
lar order at the onset of the disease and disappear 
in a roughly inverse order during convalescence. 
The tests which are most likely to remain positive 
long after the disease has passed are those which 
have to do with alterations in the plasma proteins; 
namely, the thymol turbidity test and other floccu- 
lation tests. The significance of such persistently 
positive flocculation tests has been confirmed in 
some instances by biopsy, while in other patients, 
biopsy studies have shown normal liver tissue in 
spite of positive laboratory tests. 

Finally, some reference must be made to the re- 
corded disturbances in hepatic physiology inci- 
dental to either virus or serum hepatitis. These are 
often as severe, if not as permanent, as those seen in 
cases of cirrhosis. Among those worthy of men- 
tion are: (1) disturbed excretory function for the 
products of hemoglobin disintegration and for cer- 
tain dyes; (2) a decrease in the concentration of 
serum albumin, reversal of the albumin-globulin 
ratio, and a change in the electrophoretic pattern; 
(3) hypoglycemia associated with symptoms referra- 
ble to the central nervous system; (4) a prothrom- 
bin deficit uncorrectable by the administration of 
vitamin K; (5) disturbances of lipid metabolism; 
and (6) the appearance of vascular spiders. In most 
instances, these changes are temporary, but never- 
theless they reveal the extent of the hepatic injury. 
Even the retention of water in body tissues, which is 
characteristic of atrophic cirrhosis, may be dupli- 
cated on a considerable scale, and ascites or edema 
during the course of hepatitis is not especially rare. 


Related Conditions 


Infectious Mononucleosis. As is generally known, it 
is not uncommon to have a palpable and somewhat 
sensitive liver, jaundice, or both during the course 
of this disease. Eighty per cent of the patients ex- 
amined will show liver functional disturbances, 
some of which are related only to increases in gamma 
globulin and are therefore not specific. However, 
bromsulfalein retention is common in the convales- 


cent stage. It has been repeatedly shown by both 
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biopsy and necropsy studies that there are focal 
hepatic lesions in infectious mononucleosis, some- 
times of considerable magnitude. On the basis of the 
above evidence it has been inferred that perhaps 
either the virus of infectious mononucleosis and 
that of infectious hepatitis are closely related, or the 
former virus has some specific effect on the liver 
parenchyma. 

Liebowitz and Brody have recently reported a 
case of infectious mononucleosis going on to devel- 
opment of a fatal cirrhosis; and there have been 
definite residues of hepatic injury in other cases. It 
is believed that for this reason, more attempts should 
be made to follow the liver functional status of pa- 
tients who have had severe or prolonged mononu- 
cleosis. 

Drug Jaundice. As previously stated, the condi- 
tion once called arsenical or salvarsan jaundice is 
probably nothing but homologous serum hepatitis 
in disguise. 

About twenty years ago there was a great interest 
in what was called cincophen jaundice. The patients 
observed were as a rule elderly females who had 
taken cincophen in varying quantities for the relief 
of senescent arthritis. Many of them had received in 
addition, vaccine therapy and other forms of 
parenteral medication. Development of jaundice in 
these cases was usually attended by gross evidence 
of liver dysfunction and fatal termination was not 
uncommon. One wonders now whether or not the 
so-called cincophen jaundice was not actually viral 
hepatitis of one type or another. 

Age and Sex Factors. Certain forms of hepatitis de- 
serve special mention because of their unusual clin- 
ical importance, the first being the prolonged and 
severe hepatitis seen in older persons. During the 
Army experience with yellow fever vaccine hepa- 
titis, it was noted that older officers and enlisted 
men usually had the disease in a more serious form 
and suffered from it over far longer periods of time. 

It is in this older age group that surgery is so 
often considered because of the possibility of chole- 
cystic disease or malignant lesions. In this field, 
liver functional tests may be particularly important 
in orienting the physician in the direction of a cor- 
rect diagnosis. Positive flocculation tests and high 
globulin values should warn one to persist in the 
diagnosis of hepatitis and to withhold surgery un- 
less the indications of biliary obstruction are ex- 
tremely clear. 

Another aspect of this same problem is the ap- 
pearance of chronic atrophy of the liver in meno- 
pausal women, as reported by Danish and Swedish 
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observers. They noted an abnormally high incidence 
of this condition developing on the basis of what 
was presumably infectious hepatitis and terminating 
fatally, usually within a period of a year. The rela- 
tion of age and sex to the progression of the disease 
in this manner remains obscure. 

Juvenile Cirrhosis. The existence of juvenile cir- 
rhosis has been known for years, and its high mor- 
tality has been recognized. Repeated observations 
on such cases have indicated that no treatment is of 
specific value and that in most instances the disease 
progresses inexorably to a fatal termination. Greater 
incidence of hepatitis in the past few years and more 
experience of pathologists with the characteristic 
necropsy findings have led to a revision of opinion 
in regard to the nature of juvenile cirrhosis. It al- 
most certainly presents a progressive form of chronic 
atrophy developing on the basis of a previous infec- 
tious hepatitis. 

A recent unpublished report bears on the subject 
of the placental transmission of the virus and is of 
special interest in connection with the etiology of 
juvenile cirrhosis. Thirteen infants less than two 
weeks old have been found to have hepatitis. Many 
of the fathers had previously had hepatitis and pos- 
sibly the mothers might have been infected by them; 
in any case, the incubation period was shorter than 
would be expected if postnatal infection had oc- 
curred, 

One of the mothers whose baby died from the dis- 
ease was studied in detail. She had had no symp- 
toms of hepatitis and liver function tests showed no 
abnormalities. Her blood and that of the infant as 
well, produced hepatitis in volunteers. 


Outcome in Chronic Hepatitis 


In view of the large number of patients involved, 
the medico-legal consequences, and the problems 
pertaining to veterans’ care, it is natural that much 
attention should have been paid to the ultimate out- 
come in viral hepatitis. In spite of the fact that our 
tools for studying the disease are far from perfect 
and with the full knowledge that there are many 
gaps in such information as is currently available, 
it is now possible to piece together a tentative pic- 
ture of the outcome of the disease and its conse- 
quences in patients who do not recover completely. 
As is generally known, complete recovery is the rule 
in at least 85 per cent or 90 per cent of the cases. 
There has been an opportunity to examine the liv- 
ers of many former victims of the disease at necropsy, 
and it is generally believed that the hepatic lesion 
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clears almost completely leaving behind only mini- 
mal scarring. Liver functional studies in many re- 
covered patients have given entirely normal results. 
The minority group of patients who do not recover 
completely can be divided into two subgroups; (a) 
those who continue to have evidence of active dis- 
ease in the liver, and (b) those who present residues 
which are as yet of uncertain significance. 

Relapses. In the first subgroup we may place at the 
head, patients who have one or more relapses of 
sufficient severity to indicate activity of the process 
far beyond the time usually required for complete 
recovery. It is still uncertain whether or not these 
relapses are due to excessive activity on the part of 
the patient, to intercurrent infections, or to such 
hepatotoxic agents as alcohol; possibly all three 
play a part in some individuals. The relapses may 
be associated with the reappearance of jaundice or, 
as in a few cases which have been well studied, there 
may be a recrudescence of the symptoms and abnor- 
malities in the liver functional tests without jaun- 
dice. Even with protracted convalescence and mul- 
tiple relapses, functional recovery is apparently the 
rule. 

Fulminant Hepatitis. Some statement must be in- 
serted here with regard to the fulminant varieties of 
the disease which terminate fatally within ten days 
of the appearance of jaundice. Such cases appear to 
be most common during epidemics, as the Army 
experience clearly indicates. Such an outcome has 
been known to occur with both IH and SH infec- 
tions; it is usually associated with definite evidences 
of severe hepatic insufficiency which come on very 
soon after the appearance of jaundice and persist 
until the death of the patient. 

Subacute and Chronic Atrophy. There is another 
and considerably larger group of patients in which 
either subacute or chronic atrophy develops. The 
pathologic changes in the liver in such cases have 
been beautifully described by Lucke and Mallory 
and by many previous investigators. The usual 
pathologic picture is that of a grossly and irregu- 
larly nodular type of liver cirrhosis with complete 


disorganization of the lobular structure of the liver, 
and areas of necrosis and degeneration within the 
remaining liver cells. Clinically the usual story is 
that of wasting, digestive complaints, jaundice, and 
weakness with the eventual development of ascites, 
edema, hemorrhagic manifestations, disturbances in 
the serum colloids, and eventually death. The speed 
of the process varies greatly, but not many patients 
survive beyond a year. The danger signs are well 
known—the accumulation of ascites, the falling 
serum albumin, hemorrhagic manifestations uncor- 
rected by vitamin K, and a progressive fall in choles- 
terol and cholesterol esters. Deepening jaundice, 
fetor hepaticus, and the usual neurologic evidences 
of hepatic insufficiency are terminal phenomena 
which are too familiar to require description here. 

“Biliary” Cirrhosis. A very much more benign 
and slow-moving type of destructive hepatic lesion 
is the cholangiolitic variety of cirrhosis described by 
Watson and Hoffbauer. There is good evidence to 
indicate that, in some instances, this is a continua- 
tion of a viral hepatitis. The clinical picture is essen- 
tially that described by Hanot under the heading of 
“biliary cirrhosis.” The process may be very chronic, 
and many patients live for years in reasonably good 
health. The characteristic pathologic physiology of 
the disease is that of a retention of all the constitu- 
ents of bile in the blood stream, with remarkable 
preservation of all the metabolic functions of the 
liver until the terminal phase of the disease is 
reached. Cases have been followed as long as thirty- 
five years. These cases are relatively rare, and only a 
few have been followed over a sufficiently long 
period of time to justify this diagnosis. Parenthetic- 
ally, one may say that many pathologists are not 
willing to accept the idea that these lesions are 
primarily cholangiolitic. 

Laennec’s Cirrhosis. The rarest of all the late con- 
sequences of viral hepatitis is the development of a 
finely nodular atrophic cirrhosis. Kunkel and Labby 
have recently described such cases, the principal 
clinical features of which were identical with those 
of chronic atrophy. The pathologic picture how- 
ever, was quite different, with an irregular nodular 
hyperplasia of liver cells between broad areas of con- 
tracted reticulum and fibrous tissue. The disease is 
progressive and not materially affected by therapy. 


The Minor Residues 


Subjective Hepatitis. What may be called the minor 
consequences of viral hepatitis may be mentioned 
last. These are individuals who show either symp- 
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toms or signs of hepatic disease but who in the main 
are either stationary or progressing slowly in the 
direction of improvement. In some the evidence of 
hepatic disease is entirely subjective. These are the 
individuals, so commonly seen in service and Vet- 
erans Administration Hospitals, who have failed to 
recover from what appeared to be an ordinary attack 
of hepatitis and in whom the complaints far out- 
weigh any physical or laboratory findings. The com- 
plaints are in the main referable to the digestive 
tract; there is the added factor of pain in the hepatic 
region, often increased by physical activity or a fat 
meal. Flatulent indigestion especially after fat meals 
is a common finding, and many of the patients com- 
plain bitterly of exhaustion and general malaise. In 
this group the findings are meager and liver biopsies 
have failed to cast much light on the nature of their 
trouble. In some of these patients the compensation 
factor is undoubtedly important, but in others who 
have nothing whatever to gain by remaining in a 
status of reduced activity, the complaints persist 
with unusual intensity. Many of these persons have 
been subjected to repeated studies of hepatic func- 
tion, with essentially negative findings. 

In spite of the aura of uncertainty that surrounds 
these patients, many thoughtful observers believe 
that there is actually some persistent functional 
disorder. It must be remembered that the experi- 
mentally injured liver may recover in respect to 
most of its functions as well as morphologically, but 
that such tests as vitamin A absorption studies and 
bilirubin excretion curves show persistent func- 
tional abnormalities. 

Hyperbilirubinemia. Perhaps the second com- 
monest of minor residua of hepatitis is persistent 
hyperbilirubinemia without any other evidence of 
serious hepatic dysfunction. An indirect reacting 
bilirubin is the rule, the level seldom going above 3 
to 5 mg. per 100 cc. There is no evidence of hemol- 
ysis, the serum colloids are normal, and there is no 
evidence of progression. These cases are in every 
way identical with those presenting the so-called 
constitutional hepatic dysfunction with hyper- 
bilirubinemia, as described by both French and 
American investigators. As has been shown on many 
occasions, there is no evidence that these patients 
cannot live out their normal life span. 

Hepatosplenomegaly. Still another group of per- 
sons who have previously had hepatitis continue to 
have a palpable liver and spleen but may remain 
perfectly well and are able to lead active and normal 
lives. In this group as in those which were previous- 
ly mentioned, there are no signs of interference 


GP e October, 1952 


with any of the essential metabolic functions of the 
liver. 

Abnormal Tests. In still other patients the situ- 
ation is reversed. The liver can no longer be felt, 
there is no splenic enlargement and no significant 
symptomatology, yet liver functional studies will 
show persistent abnormalities of which the com- 
monest are bromsulfalein retention of minor degree 
and persistence of positive flocculation tests (thy- 
mol, zinc sulfate, cephalin cholesterol flocculation, 
and the like). These patients will probably bear 
watching since most observers believe that neither 
bromsulfalein retention nor positive thymol turbid- 
ity tests can be completely dismissed from consider- 
ation under the circumstances. It seems likely that 
these patients are capable of maintaining normal 
function under ordinary conditions. Whether they 
would be able to do so in the presence of infections, 
poisonings, or extensive surgical procedures is not 
known at the present time. 

Abnormal Biopsy. Finally, there are certain people 
in whom needle biopsy of the liver has shown active 
hepatitis as long as four years after the apparent 
termination of the disease. Many of these people 
have been perfectly well and have had no liver func- 
tional abnormalities which can be demonstrated by 
present methods. 

These residuals of previous viral hepatitis have 
been known for many years and have been com- 
mented upon by physicians in various parts of the 
globe. While some doubt remains about their sig- 
nificance, it is generally believed that these findings 
represent scars, either functional or anatomic, which 
are no more significant that the transient urinary 
findings which follow a previous streptococcal 
nephritis. It should be pointed out that the condi- 
tion of these patients may change from month to 
month and that one is unwise in expressing a final 
opinion without at least two or three periods of 
observation at six- to twelve-month intervals. 

Statistical Studies. The problem of the ultimate 
prognosis of hepatitis and especially of the disease 
in those people in whom only minor residua now 
remain is a matter of great importance. The subject 
is under investigation now under the auspices of the 
National Research Council. In four different geo- 
graphic areas in this country, an attempt has been 
made to re-examine at regular intervals, patients 
who have previously had hepatitis and to make a 
complete study of their hepatic functional status. 
Control series of patients include those who have 
had no previous contact with hepatitis or who have 
never had the disease, plus another group who have 


had a maximal exposure to hepatitis but who are not 
themselves aware of having been il] at any time. 

The data collected during the course of this study 
are now being subjected to critical statistical anal- 
ysis, and the only tentative predictions which can be 
made in regard to the outcome must be based on 
some incomplete data presented by Neefe. In the 
three groups of patients mentioned above, he has 
shown a roughly comparable incidence of serious or 
progressive hepatic disease. Such evidences of fail- 
ing hepatic function as have been noted in the 
various groups appear to be due chiefly to nutri- 
tional factors and to alcoholism—yet there is no 
more evidence that the patient with an antecedent 
hepatitis is vulnerable in this respect than those who 
have not had the disease. 

A great deal more time will be required before the 
matter is settled, but at the moment one may say 
that the minor residua mentioned above are not 
necessarily of serious prognostic significance and 
that in a majority of cases the tendency is toward 
healing rather than toward increasing liver injury. 
There is little evidence as yet to indicate that such 
lesions will shorten life or cause permanent hepatic 
injury. 

Treatment of Hepatitis 


One may close this discussion with some com- 
ments on the subject of treatment. There is not the 
slightest evidence that any drug, antibiotic, dietary 
formula, lipotropic substance, vitamin, or other 
agent has any certain effect on the course of chronic 
viral hepatitis, or indeed on the acute forms. 
Gertzen has recently shown that with a caloric in- 
take of about 3,000 calories a day the relative pro- 
portions of fat, protein, and carbohydrate in the 
diet make no difference in the course of acute 
hepatitis. The importance of feeding patients must 
be generally admitted, since it has been shown re- 
peatedly that a poor diet tends to add to the gravity 
of the situation. There are at least two statistical 
studies which indicate the lack of value of methi- 
onine or other lipotropic agents. In other words, ex- 
cept for the public health aspects of the disease, one 
can do little for a patient with hepatitis except to see 
that he obtains rest and a proper diet. 

It is quite natural that both the newer antibiotics 
and the steroid hormones should have been tried in 
an attempt to influence the course of chronic pro- 
gressive viral hepatitis. Rarely one or the other of 
these substances seems to be of some value. There is 
one well documented case in the literature in which 
the persistent use of aureomycin seemed to bring 


about the cure of a progressive chronic hepatitis. 
The writer knows of other instances in which this 
drug has caused a short remission. In the main, 
however, clinical experience with antibiotics has 
been disappointing. 

Both ACTH and cortisone have been used in the 
treatment of chronic progressive hepatitis as well as 
during the course of the acute disease. There seems 
to be no doubt that these hormones will effectively 
mask the clinical phenomena during the course of 
acute disease, but once the drug is discontinued, 
there is a speedy return to the former status of the 
patient. In this respect the results are similar to 
those seen in the treatment of rheumatic fever. I 
have known of one or two patients who have made 
some improvement with the steroid hormones, but 
unfortunately the period of improvement is not suf- 
ficiently long to warrant any conclusions as to its 
permanence. 


Practical Suggestions 


From the above paragraphs one might gather that 
there is little to be done in regard to the manage- 
ment of hepatitis in any of its various phases, and 
that the practitioner may for all practical purposes, 
leave these patients to the mercy of Providence. 
This is hardly the case, and there is still much to be 
done to contribute to the well-being of the individ- 
ual patient, to control the spread of the disease, 
and to collect data which may be of scientific value. 

The patient with the acute disease should be kept 
at bed rest until the serum bilirubin falls below 3 
mg. per 100 cc. (or until the icterus index is 15 or 
less). In hospital practice or in the home, typhoid 
precautions are advisable; if this is not feasible, one 
can at least insist on a high standard of cleanliness 
in respect to hands, dishes, hospital utensils, and 
bed linen. If pregnant women, young children, or 
ailing old people are in contact with the disease, or 
if an epidemic threatens, as was the case during the 
1951 Kansas City floods, human globulin prophy- 
laxis is strongly advised for all contacts. A dose of 
0.01 ml. per pound of body weight confers an ac- 
tive-passive immunity, as Stokes has recently shown. 

Physicians are unfortunately responsible in part 
for the dissemination of serum hepatitis and should 
strive to correct any office or hospital practices 
which may tend to spread the disease. A high grade 
of care is needed in regard to the office sterilization 
of instruments; multiple doses of parenteral medi- 
cation should never be given from the same syringe; 
syringes and needles should be individually auto- 
claved. 
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Plasma should only be used if the advantages of 
giving it clearly outweigh the risk. If possible, single 
units from individual donors should be used. Too 
much reliance cannot be placed on the harmlessness 
of ultraviolet irradiated plasma at this writing. Re- 
searches on plasma substitutes, on the sterilization 
of plasma, and on the production of an immune 
globulin are going forward and may eventually solve 
the problem. 

So far as the patient with chronic or residual 
hepatitis is concerned, it should be emphasized that 
the§recovery rate is high except in the few unfor- 


tunate patients who acquire the continuing and pro- 
gressive type of the disease. They are a minority 
group and nearly beyond the reach of present thera- 
peutic methods. 

For the patient with the minor residues one may 
recommend continued and painstaking observation, 
the preservation of data on hepatic function, and, if 
practicable, liver biopsy to follow the uncertain 
course of the disease. If statistical studies fail, the 
co-operative efforts of family physicians may be 
utilized to collect and pool data which may ulti- 
mately be of great value. 


Here’s a Helpful Hint... 


For Shaking Down 


a Chermometer 


A pigcE of match stick about one and one-half 
inches long is securely fastened with very nar- 
row strips of adhesive tape at right angles to 
the upper end of the thermometer. This pro- 
vides a very simple and quite effortless way to 
shake down the thermometer when the match 
stick is twirled between the thumb and first 
finger of each hand. This is convenient for the 
chronic patient at complete bed rest who 
checks his own temperature. It also insures 
against the possibility of the patient’s swallow- 
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ing the thermometer or the loss of the rectal 
thermometer within the rectal canal. The cross 
bar will support the thermometer in a narrow- 
necked bottle of alcohol for sterilizing pur- 
poses, thus preventing injury to the mercury- 
filled tip as well as undue evaporation of the 
liquid.—Homer O. Stison, M.D. 
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Septic Pulmonary Infarction 


Septic pulmonary infarction occurs when an in- 
fected thrombus arising in a peripheral vein or the 
right side of the heart becomes dislodged and enters 
the pulmonary circulation. The infarct is infected 
from the beginning, in distinction from the occasion- 
al case of a noninfected infarct that becomes second- 
arily infected by contamination through the bron- 
chial tree, resulting in the development of an ab- 
scess. This concept of septic pulmonary infarction 
excludes cases of septicopyemia in which multiple 
abscesses may occur in the lungs as well as elsewhere. 

The sources of the septic emboli are (1) acute 
bacterial endocarditis involving the right side of the 
heart; (2) septic thrombophlebitis of the internal 
jugular vein or its branches following pharyngeal 
infection or infections of the head and neck; (3) 
septic thrombophlebitis of the pelvic veins following 
abortion or pelvic infection; (4) septic thrombophle- 
bitis involving a peripheral vein, especially the arm 
veins in narcotic addicts. 

The clinical manifestations are those encountered 
in septicemia and include intermittent fever, chills, 
sweats, and prostration. There is usually a polymor- 
phonuclear leukocytosis, and blood cultures are fre- 
quently positive for staphylococci or streptococci. 
Pleural pain, cough, hemoptysis, tachypnea, puru- 
lent sputum, and pleural friction rub characterize 
the respiratory findings. In most cases, detection of 
septic infarction precedes or leads to the discovery 
of the septic thrombophlebitis or acute bacterial en- 
docarditis involving the tricuspid or pulmonic valve. 
The diagnosis of right-sided valvular endocarditis 
depends on the presence of pulmonary infarcts in a 
patient with septicemia without any peripheral 
source for emboli. 

The x-ray appearance of the pulmonary lesions is 
variable. As a matter of fact, the chest x-ray early in 
the course may be negative. Bronchopneumonia or 
lobar pneumonia may be simulated. Multiple, rather 
than single lesions appear. As in any type of pul- 
monary infarct, there are no characteristic findings 
before the phase of necrosis. Opacities of variable 
size and shape may occur. Closely grouped infarcts 
may overlap or coalesce, resulting in a picture re- 
sembling pneumonia. The septic nature of the in- 
farcts is demonstrated by the development of central 
rarefaction, indicating abscess formation. The pres- 
ence of a fluid level indicates that the abscess com- 
municates with a bronchus. An area of pneumonitis 
may surround the septic infarct. The infarct can en- 


Figure 1. Multiple small areas of opacity throughout both 
lung fields—simulate bronchopneumonia or tuberculosis, 
but actually represent multiple septic infarcts. 


large peripherally due to increasing tissue destruc- 
tion, and extension to the pleura results in extensive 
pleuritis or even empyema. With successful therapy 
the lesions may resolve completely, or they may 
leave an area of pleural thickening or a strand of 
pulmonary fibrosis. 

Therapy with antibiotics has influenced the evo- 
lution of septic pulmonary infarcts. Necrosis with 
cavity formation may not occur when effective treat- 
ment is started early; then the x-ray appearance of 
septic infarcts may be indistinguishable from that of 
bland infarcts. 


Figure 2a. Rounded density in midportion of left lung due 
to septic infarct. Figure 2b. Chest film of same patient 
eleven days later, now showing numerous rounded opaci- 
ties, some of which have undergone central rarefaction 
indicative of abscess formation. 
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Marriage Counseling 


BY PAUL POPENOE, Sc.D. 


Altadena, California 


Marriage counseling is largely a matter of re-educating one or both partners. There are certain things that 
everyone has a right to expect in marriage—emotional security, economic security, companionship, sexual 
partnership, and children. Although a counselor must search for deficiencies in a marriage, he should also 
emphasize the good features. Rules for successful counseling: (1) Make a plan. (2) Don’t take away anything 
valuable unless you put something better in its place. (3) Don’t do more than you have to. 

(4) Treat causes as well as symptoms. 


THE === 


IN MARRIAGE counseling, success depends on keep- pis AMERICAN INSTITUTE 
ing the marriage as the center of attention, even ; of FAMILY RFI ATIONS 
though it is inevitably reached through one of the WV] = — ° 
partners, or, in favorable cases, both. Ordinarily, 
the physician will see only one of the partners, most — 
frequently the wife, who will come to him with her 
story. It is not too difficult to do marriage counsel- 
ing without seeing both partners, and in this dis- 
cussion, I am considering that as the way in which 
the physician will proceed. The principles will be 
the same if it is the husband rather than the wife 
who comes for consultation. In any event, it is not 
desirable to see the two together. 

Counseling is, in the main, a process of education, 
or, perhaps more exactly, re-education. This natur- 
ally takes more time than merely giving a prescrip- 
tion or a hypodermic injection. But the physician 
who can afford time to deal with some of the marital 
problems that come to him, will find it a very satis- 
fying experience. He has more opportunity to gain 
this experience than most others, because of the When marital conflicts arise, it is usually the wife 
prestige of his profession, and the fact that people —_ who comes to the physician for help and advice. 
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so naturally turn to him in time of trouble. More- 
over, many of his patients’ symptoms are the out- 
growth of marital conflicts. Conversely, the cure of 
marital conflict often relieves symptoms that can- 
not be reached in any other way, and this gives the 
physician an enviable reputation. This fact means 
that he will get more than his quota of patients 
with marital difficulties—and the quota itself is 
large! Of more than 30,000,000 married couples in 
the United States, at least one-fourth will end in 
the divorce court. Certainly they need counseling; 
that means 7,500,000 couples, or 15,000,000 hus- 
bands and wives. Plenty of others need help as well. 
Of the married persons who come to the general 
practitioner for any reason, somewhere between 
one-third and one-half probably need marriage 
counseling; and most of them will never see any- 
one else who is in a position to help them. 

The wife who consults her physician is likely to 
tell him of her difficulties, and then say, “It’s no 
use for me to try to do anything, because my hus- 
band wouldn’t co-operate.” The first thing the 
counselor must do is to convince her that she can 
profitably work alone. 

In a difference of opinion, many people fail to 
realize that the one who is in the right must take 
the initiative in reconciliation and be willing to 
make the apologies. The one who is in the wrong 
may be too much involved emotionally to do this. 
It is necessary to explain this seeming paradox to 
most wives who come for help but who begin by 
insisting that it is all the husband’s fault and that 
nothing can be done unless he is willing to report 
and repent. There is no reason why the wife should 
not face the possibility of improving her marriage 
single-handed. In practice, however, it is almost al- 
ways the case that the husband will co-operate as 
soon as he finds that progress is being made and 
that he will be given a chance to save his face and 
not merely be put in the wrong. 

How, then, will one go about re-educating a wife 
to straighten out a tangled marital situation and 
turn it into a successful marriage, even though her 
husband may not participate and may not even 
know that she is counseling? I shall discuss in some 
detail half a dozen steps that the counselor may 
find helpful for this purpose. 


Benefits from Marriage 


There are many advantages and benefits which 
people may derive from a marriage, but which are 
not really requirements of it. A wife may get a mink 


coat or a yacht from the marriage, but no one can 
allege that she is inherently entitled to such things. 
There are, however, certain things that everyone 
has a right to expect in marriage—an irreducible 


_ minimum. The wife may well be helped to start at 


this point: “What is the least that your husband 
has a right to expect from you if you are going to 
be his wife at all; and are you meeting this minimum 
requirement?” 

Without regard to order of importance, I think 
most would agree that marriage benefits if each 
partner provides: 

(1) Emotional Security. This is largely honesty. 
A man has reason to expect his wife to be faithful; 
not to be two-timing him, or even indulging in 
flirtations and other behavior that will make him 
feel insecure. If a man fails to support his wife in 
the ordinary legal sense, she can sue him for non- 
support and may even have him sent to jail. But 
many a wife is guilty of emotional nonsupport of 
her husband, not merely in the ways just mentioned, 
but in belittling him, nagging and criticizing him, 
comparing him unfavorably with friends or with 
men she might have married, and in general break- 
ing down his belief in himself. 

(2) Economic Security. This is not at all a question 
of wealth or prosperity. It is again primarily a 
question of honesty and reasonable competence 
in handling the family finances. A man expects that 
his wife will keep the accounts honestly; will not 
squander the income or use it for purposes of which 
he knows nothing; just as a wife expects that her 
husband will play fair with her and not spend the 
rent or grocery money on gambling or liquor. A 
marriage can survive poverty rather easily, but it 
cannot easily survive economic insecurity of this 
kind. 

(3) Companionship. The educated wife in particu- 
lar often has a good deal to complain about at this 
point. Her husband, if he has not matured emo- 
tionally beyond the gang stage, may want to spend 
his time “out with the boys”. Perhaps even more 
often he wants to spend his spare time in study or 
professional advancement. Necessary as this is, he 
should allot a reasonable amount of his time to his 
wife, if he wants a wife. Conversely, a wife must be 
prepared to share some of her husband’s interests 
and activities and to be a real partner or else quit 
and admit that she does not deserve a husband. 

(4) Sexual Partnership. Every married person 
should find a normal sexual life in marriage. This 
is not a privilege or a concession or a bribe to be 
offered by a wife, but an inherent part of the con- 
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jugal relationship. A man or woman unable to meet 
the requirement has no right to marry, and if the 
marriage takes place nevertheless, it may often be 
annulled legally. The wife who unexpectedly finds 
herself unable or unwilling to be a full partner in 
marriage should get the necessary help to remove 
this handicap. The wife who is not willing to make 
the required effort can expect little sympathy in 
complaints that her marriage is not going well. 

This particular deficiency is probably more likely 
to be brought to the physician than any other single 
one. Many physicians have had little training to 
deal with it, although treatment is frequently easier 
than expected if one understands the emotional 
problems involved. In men, problems of complete 
impotence and of premature ejaculation are not 
sharply differentiated. Either one may be associated 
with the patient’s lack of belief in himself. He may 
feel that he is a failure in every respect, or in some 
other important respect. This will lead him uncon- 
sciously to fail sexually as well. He may have fears 
growing out of erroneous ideas about the effects of 
masturbation, or erroneous ideas about the way in 
which a wife (or any woman) should be treated. 
The frigid wife, on the other hand, was often reared 
by her mother with such strong feelings about the 
indecency and sinfulness of sexual intercourse (or 
of everything connected with the genitourinary 
system) that she finds it quite impossible to give 
herself fully to her own husband. A particularly 
difficult patient is one who has grown up with what 
Alfred Adler called a Masculine Protest, that is, the 
feeling that the whole male sex is an enemy of the 
female sex. Among both men and women, however, 
there are also very simple difficulties growing out 
of ignorance, that can be resolved with less effort. 
Whatever the nature of the case, the physician 
starts with an advantage in authority and prestige 
which will cause the patient to accept his state- 
ments. The American Institute of Family Relations 
has prepared manuals on the nonmedical treatment 
of sexual inadequacy in both men and women for 
the use of physicians and others. 

(5) Children. Of all childless marriages in the 
United States, substantially half (in the educated 
part of the population, at any rate) are involuntarily 
childless. When medical treatment to remedy 
sterility has been unsuccessful, counseling may be 
needed to adjust the patient to this situation. In 
the other half, the couples are childless because they 
did not want children, or at least one partner, usu- 
ally the wife, did not. The wife who refuses to bear 
a child when health and eugenic conditions are 
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Husband and wife must each put into the marriage certain indis- 
pensable components—elements which each has a right to expect. 


favorable, and when her husband wants children, is 
refusing to meet a very important expectation in 
marriage. 

While there is a great deal more that any wife 
should put into a successful marriage, the foregoing 
points represent the irreducible minimum of effort 
and, indeed, are generally recognized by law as 
well as by public opinion. If a wife is encouraged 
to think over, from this point of view, all she is 
actually putting into the marriage, she may be 
forced to admit that she is not giving even this mini- 
mum. If she will see to it that her husband is well 
treated in these respects, she may be surprised to 
find out how quickly his own attitude changes for 
the better. Conversely, the husband can contribute 
to a successful marriage single-handed in the same 
way, by living up to the same requirements. If two 
persons were enough in love to marry in the first 
place, and especially if they have a common inter- 
est in their children, an all-out effort by either one 
is likely to bring co-operation from the other. 


Accepting or Changing a Partner 


A second easy step is for the wife to ask what her 
husband’s personality formula is and to recognize 
that while any personality can be improved in de- 
tails, the basic constitution will not be altered. 
Mrs. A. is the daughter of a successful business 
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man, a marked extrovert who was always attending 
some meeting, being elected to some office, or en- 
tertaining some friend. She admired her father, and 
assumed unconsciously that any good husband 
would be like him. She married a very successful 
research chemist, an introvert who does not mix 
readily with others, and she has spent twenty years 
nagging him in the vain expectation that sufficient 
criticism and denunciation would change an intro- 
vert into an extrovert. Other wives are hammering 
away at their husbands in the same spirit, trying to 
alter their constitutional patterns or the fundamen- 
tal tempos of their personalities. Of course they 
are not succeeding. They are merely destroying 
their marriages. Skilful therapy would help the 
husband to make a better adjustment to daily life. 
This would require the use of personality tests 
and would be desirable for both partners in the 
marriage. Lacking these and lacking any training 
in therapy, the nagging wife will certainly not suc- 
ceed in remolding her husband nearer to the heart’s 
desire. 

Next, the wife may well consider any of her hus- 
band’s obnoxious behavior for which she is not her- 
self primarily responsible. She should ask herself 
whether she can help him to get better satisfaction 
in some other way. If this is impossible, she will 
have to adjust herself to it. Adjustment to an un- 
changeable condition is one of the marks of an emo- 
tionally mature personality. Many husbands and 
wives show little ambition to that end. Perhaps her 
husband is continually irritable, depressed, or 
wretched because of unpleasant surroundings in 
which he works or the cantankerous boss over him. 
Perhaps his wife can solve this problem by en- 
couraging him to get a new job and assuring him 
that she will take the discomfort and deprivations 
that will be the temporary result. On the other 
hand, perhaps he is short-tempered because he is 
in the army, is suppressed all day long, and comes 
home out of sorts. She can do much to relieve this 
in many ways, but primarily she will have to recog- 
nize that he is going to come home in that frame of 
mind, and she will then deal with it as part of her 
day’s work. 

By this time the wife should be ready to ask 
herself what it is in her that annoys him, and elimi- 
nate the cause of it if that is possible and not un- 
reasonable to ask. Many surveys and public opinion 
polls have asked husbands and wives what they have 
most to complain of in their partners. These 
complaints may be ranked in order of importance 
either on the basis of frequency or on the basis of 


gravity. Complaint that meals are not served on time 
might be very much more frequent, for illustration, 
but much less serious than complaint of adultery. 
Analysis of many hundreds of marriages studied by 
the American Institute of Family Relations found 
these to be the commonest complaints of husbands, 
ranked by seriousness of their effect on the happi- 
ness of the marriage: 

Wife nags me 

Wife not affectionate 

Wife selfish and inconsiderate 

Wife complains too much 

Wife interferes with hobbies 

Wife slovenly in appearance 

Wife quick-tempered 

Wife interferes with my discipline of children 

Wife conceited 

Wife insincere 
There will be very few unhappy wives who will not 
admit some fault on at least one of the foregoing 
points. Now is the time to stop. 

‘To complete the picture, I give the following 
list of wives’ commonest complaints, ranked accord- 
ing to their weight: 

Husband selfish and inconsiderate 
Husband unsuccessful in business 
Husband untruthful 

Husband complains too much 

Husband does not show his affection 
Husband does not talk things over 
Husband harsh with children 

Husband touchy 

Husband has no interest in the children 
Husband has no interest in the home 


Most of the husbands who behave in these ways 
could change if they wanted to and knew how to. If 
one is counseling the husband, these will be some 
of the points that will be brought to his attention. 


The Positive Side 


So far, my discussion of counseling has dealt 
largely with things that are wrong in the marriage. 
This is perhaps inevitable, because these are the 
things the patient complains about. Actually, how- 
ever, it is easy for the counselor to devote too much 
attention to what is wrong with the marriage. Coun- 
seling should not consist merely of a search for 
errors. It is also necessary to search for merits, to 
seek out the assets and strong features of the mar- 
riage, and to try to extend them and make them 
more effective. It is in this way that some of the 
irremediable weak points in a marriage can be over- 
balanced and compensated. The wife may not be 
very good at keeping her household accounts and 
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knowing how she spent the allowance for groceries, 
but she may be such an affectionate companion 
and build up her husband’s feeling of security, 
self-respect, and worth so strongly that he will 
gladly ignore the confusion in the budget book. 

Finally, every married person must ask himself 
occasionally whether he is making the success of 
the marriage a primary goal. If you say, “Yes, I 
want to make my marriage successful, but there are 
several other things I consider more important,” 
the marriage will certainly never be what it should 
be. The wife who declares that she wants to improve 
the marriage, may have to face the fact that she is 
actually more concerned about proving that she is 
always right, or about “keeping up appearances”’, 
or about providing a home for her aged mother and 
old maid sister, than she is in making a go of mar- 
riage. There is room at this point for some basic 
education in almost every family. 


How To Conduct Interviews 


Since this educational work depends largely on 
the amount of time available, some physicians train 
an office assistant to do a large part of it under 
supervision. A mature married woman who has 
made a success of her own life can often learn the 
techniques involved in this kind of counseling and 
apply them with much success. One of the main 
limitations, no doubt, is the fact that such a person 
is so valuable in so many other ways in a physician’s 
office that it is not easy to spare her time for this 
additional responsibility. 

Any counselor should proceed in a businesslike 
and professional manner, and the assistant may 
need to be reminded of this, since it is perhaps not 
a matter of long time practice as with the physician 
himself. Sometimes the mistake is made of trying to 
adopt a jovial attitude of good fellowship with the 
patient, in the supposition that this will build up a 
feeling of confidence and mutual understanding. It 
is not good psychology. The patient will have more 
confidence in a counselor who seems to approach 
the job more scientifically. There should be no 
unnecessary questioning or hurrying the patient 
at the beginning of the interview. She has usually 
come prepared to tell her story and needs time to do 
it in her own way. After she has done this, the inter- 
viewer can ask further questions to bring out points 
that may have been skipped or passed over too 
lightly. 

While the medical practitioner is likely to have 
formed the habit of making written notes during 
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consultation, it is desirable to avoid this in a marital 
interview. The patient must be allowed to tell her 
story as freely and fully as possible, and is likely 
to do so more readily if she feels that it is not being 
put immediately on paper. Moreover, the inter- 
viewer can follow the conversation more readily 
if he gives full attention to it, weighing the various 
elements as they come to light and organizing them 
in his own mind, so that he finishes with a compre- 
hensive picture instead of a long series of fragmen- 
tary notes, many of which may be irrelevant. 

If the patient comes to a stop, no attempt should 
be made to break the silence immediately. She has 
presumably come up against a serious emotional 
block, and it is important to let her get over this. 
The point at which she stops and the way in which 
she resumes her story will both be significant. If 
necessary, the interviewer may prime the pump 
simply by repeating or clarifying the last significant 
statement the patient made and letting her take this 
as a point of departure. 

If possible, the patient should be prevented from 
committing herself to any statement of what she 
intends to do. If she asserts, for instance, that she 
is going to get a divorce, she will find it hard to 
repudiate that assertion later. It is even more impor- 
tant to prevent her from looking backward and 
trying to live over the past. She is quite likely to 
say in effect: ‘All I ask is that my husband be once 
more the attentive lover that he was when we were 
first married.” It is certain that he never again can 
be what he was at the time of marriage, and it would 
be unfortunate if he were. Growth of the marriage 
should have brought new resources. The partners 
must be enabled to live in the present and plan for 
the future instead of dwelling uselessly on the past. 

After the wife has finished the recital of her 
grievances, it is often helpful to say, “Suppose I 
had your husband here, Mrs. X., and I said to him, 
‘Tell me, Mr. X., frankly as man to man, what’s 
the matter with your wife?’—how do you think he 
would answer that question?’’ Usually the wife 
knows very well how he would answer that ques- 
tion! It helps to transfer the discussion from her 
private complaints to the functioning of the mar- 
riage as a whole. She is then better prepared to 
consider what can be done to put the whole mar- 
riage on a sounder foundation. 

Written material may be called for, not merely to 
save time, but also to help the patient clarify her 
own ideas. A common device is to ask the patient 
to return next time with a list of the ten principal 
complaints against her husband, ranked in order 


' 
57 


of importance. Even though she has previously in- 
sisted that “everything is wrong”, few wives can 
think of as many as ten things, and some of those 
listed will probably be so trivial that the wife herself 
will recognize their absurdity. It is then possible to 
concentrate attention on two or three really serious 
problems. 


Points for Re-education 


Either the physician or his assistant should know 
the resources of the community in order to supply 
the information that the patient herself lacks. One 
of the reasons why she is in difficulty is that she 
lacks imagination, resourcefulness, or mere infor- 
mation to face her problems. The counselor must 
be in a position to help her at all such points. Con- 
flict may be due largely to underlying faults of 
personality and to differences in background and 
attitude, but the symptoms, at least, will usually 
be found to cluster around half a dozen points. 
These should be tested systematically. Some re- 
education, if needed, can be done quickly on most 
of them. 

(1) Finances, Division of Income, and Handling of 
Budget. In large cities there is often a free budgeting 
service offered by some bank or department store. 
Only 40 per cent of American families live on the 
budget system, and some of those do not do it faith- 
fully, but even the purchase of an inexpensive bud- 
get book and the adoption of a business-like method 
of keeping track of expenses, and inclusion of a 
reasonable separate allowance for the wife, will 
frequently remove opportunities for quarreling and 
produce a more peaceful atmosphere in the home. 

(2) Management of Children. All studies show 
that one of the worst backgrounds for a child is 
produced by a harsh and tyrannical father and an 
overindulgent mother (or vice versa). Both parents 
need, in many homes, to get a common stock of 
knowledge of child guidance and the maintenance 
of constructive discipline. If they maintain a united 
front, understand each other, and co-operate suc- 
cessfully, they will have removed one of the com- 
monest occasions of conflict. If they have very 
different ideas of how the children should be 
handled, they will naturally get into incessant argu- 
ments with each other. 

(3) In-Laws. Adjustment to these has been re- 
ported by hundreds of married couples to be second 
or third in importance among the problems of 
early marriage (sexual adjustment and handling 
of finances frequently being ranked as more diffi- 


cult). The counsel of an impersonal outsider is 
often of particular help. All studies show that the 
husband’s mother is a more frequent source of 
difficulty than the wife’s mother, nowadays. 

(4) Social and Recreational Life. Many a marriage 
is in trouble at this point, and the wife will fre- 
quently allege, ‘We can’t afford any recreation.” 
The counselor who knows local resources can be 
particularly helpful, since it is not a question of 
spending money on entertainment so much as it is 
a question of knowing where to find congenial 
groups and organizations. Church, P.T.A., folk 
dances, hobby groups, and public recreation facili- 
ties may all be explored. In some instances merely 
helping a couple to develop a normal social and 
recreational life is enough to take the conflict out 
of the marriage and enable them to enjoy life to- 
gether. 

(5) Ego Outlet for the Wife. This is an almost uni- 
versal problem and one which needs to be investi- 
gated as a matter of routine. The wife who is tied 
down with small children may develop such feelings 
of frustration that she cannot possibly have a happy 
marriage. If the children are grown and gone, she 
may be left even more desperate for lack of some- 
thing to occupy her mind and time, and may begin 
to “take it out on” her husband. Imagination is 
particularly needed here. An outsider can fre- 
quently suggest some interest or activity which will 
not conflict with home responsibilities, but which 
will give the woman the feeling that she is a useful 
individual in her own right, as well as a wife and 
a mother. 

(6) Sex. Unsatisfactory adjustment may be noth- 
ing more than a reflection of conflict at other points, 
and may disappear as the five sources of trouble just 
mentioned are checked off. If the maladjustment is 
deeper, it makes an excellent point at which to 
start counseling, because even a small amount of 
success is so greatly appreciated that it makes 
progress quicker and easier at all other points. 

The counselor will often have to help a wife get 
rid of feelings of guilt, and above all he will have 
to get her into action. No matter how much insight 
she may develop into her situation, this is of little 
value unless translated into action. This is one of 
the reasons why the counselor should avoid criti- 
cizing the patient’s failures, but should approve and 
reinforce any positive accomplishments that she 
can show, and help to develop these still further 
and add others to them. 

Many counselors find it helpful to assign a series 
of “graded tasks” to the patient—a new one at each 
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visit. The first may merely be to read some book 
or pamphlet, to attend a child study group, or to 
say something pleasant and complimentary to the 
husband at least once a day! 

If a patient is concerned about the success of 
the marriage, but shows no grave neurotic or 
psychotic traits, the physician should be slow in 
referring her to a psychiatrist. It might be unduly 
discouraging to a woman who would feel (perhaps 
quite wrongly, of course) that she was being classi- 
fied as mentally unsound. Even if he thinks that the 
patient’s personality is considerably warped, the 
physician may well stop and ask himself whether 
her basic personality is any different from that of 
dozens of other people around him who are getting 
along satisfactorily in life. 

As a saving of time and a reinforcement of any- 
thing that may be told the patient, the counselor 
may well make liberal use of bibliotherapy. There 
are many practical books and inexpensive pamphlets 
now available which will help to re-educate the pa- 
tient along the necessary lines. She may easily 
forget what was told her in the physician’s office, 
but if it is brought back to her mind by a pamphlet 
which she reads the next day, she is then in a posi- 
tion to act on it. The mere fact of repetition often 
serves to reinforce the effect of what is told her. 

The American Institute of Family Relations 
(5287 Sunset Blvd., Los Angeles 27) will be glad 
to supply lists of books and pamphlets suitable for 
this purpose, together with references that will 
enable the practitioner to enlarge his own knowl- 
edge of the educational treatment of common prob- 
lems of marriage, particularly in the field of sex. 
Many kinds of frigidity and of impotence or partial 
impotence clear up readily when attacked this way. 


Rules for Counseling 


The process of counseling may be simplified if 
the counselor bears in mind four principles: 

(1) Make a Plan. Some time is necessary to get 
information on which a plan can be based. Once a 
plan has been adopted, it should be followed as 
long as it gives results, and changed when it ap- 
pears to be producing no results or undesirable 
ones. Much of the unsuccessful counseling that 
one encounters is due to the fact that the counselor 
is really proceeding without any plan. He is merely 
drifting along, playing for time, and hoping that 
something will turn up or that the patient will cure 
herself. On the other hand, the counselor who runs 
only on a single track, using the same few devices 
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The patient’s confidence is more easily gained if the marriage 
counselor adopts a businesslike and professional manner. 


for a great range of situations, is also dangerous! 

(2) Don’t Take Away Anything Valuable Unless 
You Put Something Better in Its Place. This pro- 
hibits negative methods of counseling. It is uni- 
versally recognized that it is not enough merely to 
tell the patient, “Don’t.” Even intelligent parents 
realize that they must offer some constructive outlet 
for the child at the same time that they direct his 
attention away from undesirable behavior. This is 
no less true in counseling adults even in serious 
difficulties, but counselors sometimes fail to bear 
it in mind. Here is a girl who has a crush on her 
English teacher. It has become a nuisance, and 
she is sent to the Principal’s office. The Principal 
may tell her, “Keep away from Miss Jones entirely. 
Don’t look at her. Don’t speak to her. If you see 
her coming across the street, keep out of her way. 
Leave her alone.” Such negative advice is not a 
solution of the problem. The girl probably needs 
more affection, attention, a feeling of security, and 
an opportunity to express herself and get recogni- 
tion in legitimate ways. If these are provided for 
her, she will no longer need the crush, and it will 
disappear from her life without anything being 
said. * 

Similarly, nagging may be reduced by a family 
council and division of labor; inattentiveness of a 
husband by increased cordiality and affection shown 
him by the wife. 
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(3) Don’t Do Any More Than You Have To. 
Sometimes the counselor does not do enough for 
the client, and could accomplish a great deal more 
by being willing to make a slight effort or by show- 
ing a little imagination and resourcefulness. Quite 
frequently, however, the counselor goes far beyond 
what is necessary or desirable. The patient may be 
subjected to long, expensive, and damaging psycho- 
analysis, likely to be discontinued before possible 
benefits are achieved. In general, it is desirable to 
start counseling with a limited objective. When this 
is attained, the counselor may take stock of the 
situation and decide whether he has done enough, 
or whether the plan should be extended to take 
account of another and somewhat more remote ob- 
jective. Doing more than is necessary for a patient 
is a waste of time, often also a waste of the patient’s 
money, and occasionally may be harmful by making 


Here’s a Helpful Hint. . . 


CALL THE RESCUE SQUAD 


the patient more dependent, more introspective, or 
more discouraged. 

(4) Treat Causes As Well As Symptoms. This, like 
the three preceding axioms, is so self-evident that 
no one will argue the point, yet it is easy for the 
counselor to ignore it in actual practice, because 
the patient is complaining about the symptoms 
only. The patient naturally does not know the 
cause in most instances. If she did, she would 
probably not need counseling. The counselor 
should treat the symptoms respectfully in order 
to avoid antagonizing the patient, but he should 
refuse to go off on a wild goose chase to deal with 
mere symptoms only. He should say, “Those are 
very important, but now let’s find out what causes 
them, and when we remove the cause, the symptoms 
will disappear.” This approach will make the most 
rapid progress without alienating the patient. 


THERE are some medical or surgical emergencies in which the individual attending physician 
needs help—and needs it in a hurry. He may need oxygen, splints, dressings, or just some 
strong backs. In many communities he can get this help most quickly by calling for a rescue 
squad instead of a hospital ambulance. In some communities, rescue squads are the only help 
available—and they are glad to come, even if it is just to give oxygen to a patient with pulmo- 
nary edema. 
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Fractures at the Wrist 


BY PHILIP LEWIN, M.D. 
Chicago, Illinois 


The chief symptoms of a Colles’ fracture are pain, disability, and “dinner fork” deformity. The usual cause 
is a fall on the out-thrust palm. A search should be made for incidental injury of the median nerve. 
Reduction of the fracture is accomplished by hyperextending the hand to unlock the fragments, and then 
flexing the hand to replace the fragment of the radius. A light cast is best for keeping 

the reduced fragments in place. 


Fractures of the lower ends of the radius and ulna 1. Simple transverse fracture of the radius. 

are known by various names, including Colles’, 2. Fracture of the lower end of the radius, with 
Smith’s, Barton’s, chauffeur’s, or torus fractures. loss of substance on the posterior surface of the 
The first-named is one of the most common, and __ bone. Impaction of the fragments may be present. 
too often its treatment is followed by pain, weak- 3. Fractures of the lower end of the radius, with 


ness, and deformity due to incomplete correction _ backward dislocation of the distal fragment. There 
or inadequate after-care. 


Colles’ Fracture 


A Colles’ fracture occurs at the distal end of the 
radius, within one and one-half inches of the wrist 
joint surface. It may or may not be accompanied 
by an injury to the ulnar styloid. A “reverse 
Colles’ ” fracture is one in which the lower frag- 
ment of the radius is displaced anteriorly. A Colles’ 
fracture is usually caused by a fall on the out- 
stretched hand. Its chief symptoms are pain and 
limitation of motion, and it produces a “dinner 
fork” deformity (Figure 1). 

Colles’ fractures are usually of the leverage type. 


Stevens has classified them into three types as Figure 1. Typical Colles’ fracture showing ‘‘dinner fork”? 
follows: deformity due to displacement of lower end of radius. 


GP e October, 1952 


| 
‘ 
\ 
N 
7 
61 


Figure 2. Fracture of lower ends of radius 
and ulna before and after closed reduction. 


is impingement of the distal fragment on the pos- 
terior surface of the proximal fragment. The same 
injury often breaks the styloid process of the ulna 
or even the ulnar shaft. 

The mechanism of injury in Colles’ fractures 
has been described by Magnuson as follows: “A 
hyperextension force against the hand with a blow 
directed upward is transmitted from the palm of 
the hand to the lower joint surface of the radius. 
The lower end of the radius is driven backward 
and upward, and the upper fragment is driven 
downward and forward. The upper attachments 
of the anterior ligaments of the wrist tilt the volar 
edge of the lower end of the radius backward and 
upward, changing the angle of the wrist joint from 
one which runs from the radial side upward to- 
ward the ulna and facing slightly forward, to a 
directly transverse line cut straight across the axis 
of the two bones and facing the lower articular 
surface of the radius backward and upward. This 
produces the typical deformity. Between the radius 
and ulna, at its lower articulation, there is a fibro- 
cartilaginous lined joint, held together by liga- 
ments. At this point the radius rotates around the 
ulna. When the lower end of the radius is driven 


upward, the ulna is displaced downward. This 


throws a strain on the radio-ulnar ligament and 
tears it, allowing the ulna to move down and for- 
ward, as the lower end of the radius moves up and 
back.” 

A prominence on the ulnar and flexor side of 
the wrist, made by the styloid process and the 
lower end of the ulna protruding at this point, 
gives the impression of a displacement of the hand 
toward the radial side. The styloid process pro- 
jects back and downward. There is a notch into 
which the radius fits, when the hand is in supina- 
tion. If the radius is driven up and backward and 
the ulna down and forward, the ligaments between 
the radius and the ulna must be injured, and the 
relation of the bones must be disturbed. This ex- 
plains the inability of a patient with an improperly 
reduced Colles’ fracture to supinate his hand 
completely. 

A fracture may occur as a result of a quick blow 
on the palm of the hand with hyperextension of 
the wrist. A heavy object may strike and break 
the radius about two and one-half inches above the 
wrist. Thus, the mechanics of indirect and direct 
violence are combined. The radius is fractured and 
the lower fragment is displaced forward at its upper 
end. The brachioradialis, or supinator longus 
muscle, being attached to the humerus and to the 
styloid process of the radius has a tendency to tip 
the upper end of the lower fragment toward the 
ulna, making an angulation toward this point. 
Instead of the radioulnar ligament being ruptured, 
the whole surface of the radius, where it articulates 
with the ulna, is torn out and remains in place on 
the ulna. In most instances, however, it will be 
found that instead of the surface of the radius 
being torn out with the joint intact, the radioulnar 
ligament is torn. If these ligaments are not approxi- 
mated and the normal anatomic relations are not 
re-established, some interference with pronation 
and supination must result. 


Diagnosis of Coiles’ Fracture 


The usual history is that of a fall in which the 
patient forcibly thrusts his hand out to protect 
himself. The symptoms are pain, tenderness, and 
disability. The physical findings are the dinner 
fork deformity due to the dorsal projection of the 
lower fragment, disability of the wrist, and tender- 
ness with motion. There may be a false point of 
motion at the site of fracture, with crepitus. The 
x-rays reveal the fracture and the displacement of 
the fragments (Figure 2). The degree of comminu- 
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tion even in ordinary fractures is usually greater 
than one realizes. Complications include injury to 
the skin, nerves, tendons, blood vessels, and near- 
by bones. 

The surgeon should try to obtain the history of 
the accident as clearly and completely as possible; 
asking the patient to describe the mechanics in- 
volved, to clearly visualize the mode of injury. 

The diagnosis is based on the history of an in- 
jury, the physical examination, and the x-ray find- 
ings. The differential diagnosis includes sprain, 
strain, and dislocation. In children, an epiphyseal 
dislocation may be confused with a Colles’ fracture. 

Prognosis depends upon the age of the patient, 
his general condition, the time elapsed between 
injury and reduction, the perfection of reduction, 
and the efficiency and duration of immobilization. 

Some fractures of the lower end of the radius do 
not present a deformity immediately after the in- 
jury, and there may be little or no spontaneous 
pain. If such injuries are diagnosed and treated as 
sprains or contusions, the fragments may subse- 
quently become displaced. 


Treatment of Colles’ Fracture 


In all cases of fracture of the lower end of the 
radius, the surgeon should determine before he 
attempts reduction, whether or not the median 
nerve has been injured, and he should re-examine 
the extremity for evidence of nerve involvement 
during the first few days of treatment. This is true 
especially if the hand is immobilized in a position 
of palmar flexion. 

Reduction. The treatment consists in immediate 
reduction. This should be performed under local 
or general anesthesia. The importance of com- 
plete reduction cannot be overemphasized, since 
incomplete reduction is responsible for most fail- 
ures. The method of reduction is simple. By hyper- 
extending the hand, the fragments are unlocked. 
Then by flexing the hand with the lower fragment 
of the radius, and by gentle force applied dorsally, 
the lower fragment usually is easily and completely 
replaced. The wrist should then be moulded gently 
to a normal configuration. If a Colles’ fracture is 
completely reduced, there is little tendency toward 
recurrence (Figure 3). 

Cotton emphasized that if the ulna is the fixed 
point about which the hand is displaced, it should 
be the fixed point about which the fracture is re- 
duced; that is, if the hand is displaced in exten- 
sion, it should be reduced in flexion; and if it is 
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displaced in rotation or supination about the ulnar 
head, it should be reduced in pronation. 

Stevens found that the lower fragment of the 
broken radius can be unlocked easily by hyperex- 
tension, thereby releasing the bowstring tension 
of the thumb, wrist, and finger extensors. Local 
pressure traction is placed over the fragment with 
the thumb, and then strong flexion of the wrist to 
a right angle is exerted with the fingers extended. 
Post-reduction flexion will be exactly proportionate 
to the degree of flexion which has been attained 
forcibly at the time of reduction. Strong adduction 
should always be used to reduce lateral displace- 
ment and to restore the lateral angle. 

The posterior fragment must be reduced. With 
the elbow flexed, the first maneuver is an exaggera- 
tion of the displacement backward. This movement 
releases the tension of the extensor tendons and 
with the left thumb over the fragment, it can easily 
be pushed forward. The second movement is ad- 
duction. The hand is forced strongly to the ulnar 
side with local pressure on the radial styloid 
process to push it downward toward the thumb 
and forward from behind, because there is a slight 
rotation of the radial styloid outward and back- 
ward. 


Figure 3. Method of reduction in Colles’ fracture. 
A, Breaking up the impaction. B. Traction and manipu- 
lation. C. Maintaining reduction by flexion and ulnar 
abduction. (Adapted from illustration in Fractures, by 
Magnuson and Stack, J. B. Lippincott Company.) 


x 
Bs 
\ 
Lp 
4h 
SSD 
63 


Figure 4. Skinner’s diagnosis lines. A. Normal 
bony relations. B. Colles’ fracture with dis- 
turbed relations of radial and ulner styloids. 


Figure 5. A. Normal bony relations. Plotting of the 
angle of the joint surface of the lower end of the ra- 
dius on the lateral roentgenogram of the normal 
wrist. B. Colles’ fracture. Angle assumed by the 
plane of the lower joint surface when the lower end 
of the radius suffers a compression fracture; the 
reduction should attempt to restore this joint plane 
to that shown in A, (Redrawn from Skinner.) 


With the hand in adduction, one forces the wrist 
into extreme flexion. He pushes the hand down, 
well beyond a right angle with the bones of the 
forearm. This is the all-important maneuver. By 
this movement more can be done to restore the 
angle than by any other maneuver. The subsequent 
limitation of flexion will be determined largely by 
the degree to which the wrist is flexed in this first 
reduction. 

Pronation can be accomplished at the same time. 
If the lower fragment is shifted and tilted ventrally 
to any degree, manipulation must be in the op- 
posite direction. Gentleness in reduction is of the 
greatest importance. If sufficient traction is used 
and the impaction is overcome by gentle rocking, 
the fragments can usually be restored to their 
proper positions without noticeably increasing the 
injury to the bone. If however, the lower fragment 
is simply jammed forward into position, without 
traction, there will be much unnecessary comminu- 
tion with consequent shortening of the radius due 
to this additional crushing of the broken ends. 

Proof of Reduction. When a Colles’ fracture has 
been reduced perfectly, the wrist can be flexed 
passively to a right angle. The surgeon should not 
be content with a reduction unless this criterion 
is satisfied. Skinner’s diagnostic lines offer valuable 
aid in determining the degree of reduction (Figures 
4 and 5). 

Retention. Most surgeons favor ulnar deviation 
and flexion, that is, the “pistol” position. Some, 
however, prefer dorsiflexion of the wrist. If the 
fragments are completely reduced, it is probably 
of lesser importance in what position the hand is 
placed. The best retention agent is a well-fitted 
complete plaster of Paris cast. 

The fingers should be observed frequently for 
disturbances of circulation such as discoloration, 
swelling, and pain. The after-care also includes 
gentle massage, active and carefully guided passive 
movements of the fingers and wrist, as well as 
active and passive supination. In all cases of Colles’ 
fracture, it is imperative that the patient use his 
fingers and shoulder immediately. 


Failures in Treatment 


Failure is usually due to improper reduction, 
traumatic reduction, or poor immobilization. 

There are many cases in which the patient’s 
wrist is widened laterally, the carpus seems to have 
been shifted toward the radial side, and the ulna 
stands out with undue prominence. This is caused 
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by unreduced impaction. Other patients show 
angulation just above the wrist joint. A persistent 
dinner fork deformity indicates that the backward 
tilting and shifting of the distal fragment have not 
been reduced or have recurred. 

In some cases the posteriorly dislocated inferior 
fragment of the radius is not reduced. Even though 
the major displacement has been reduced, in some 
cases the reduction is only partial and there is a 
change, especially of the anteroposterior plane of 
the inferior radial articulation. 

In recent cases, early massage, fixation for three 
or four weeks, then passive movements will usually 
result in a mobile hand and wrist. There should be 
no difficulty with Colles’ fractures that are treated 
early. The chief cause of stiffness of the fingers and 
wrist is unreduced backward displacement of the 
lower fragment, which impedes the action of the 
extensor tendons. The same displacement inter- 
feres with full supination. 

The surgeon should pay more attention to func- 
tion than to appearance. Correct alignment is most 
important. Pain is an indication for physiologic 
rest. Early forced passive movements are always 
harmful. 

Two methods of treatment are applicable in old, 
unreduced cases: forcible manipulation using a 
Thomas wrench, and open operation, which is less 
traumatic. 

Some of the late disabilities can also be benefited 
by operation. The most satisfactory results have 
been obtained in those cases with limitation of 
pronation and supination and persistent pain in 
the region of the radioulnar articulation. Darrach 
finds that a subperiosteal resection of the ulnar 
head and neck, leaving the styloid process intact, 
restores function, stops the pain, and reduces the 
deformity of the prominent ulnar head. When the 
forward projection of the sharp edge of the upper 
fragment interferes with the flexor tendons or the 
median nerve, an excision of the projecting lip will 
improve function. 

Ulnar Complications. Wilson and Cochrane have 
called attention to the fact that backward and up- 
ward displacement of the lower end of the radius 
entails a disruption of the inferior radioulnar joint. 
If the displacement is severe, strain is exerted 
through the internal lateral ligament on the ulnar 
styloid, and this frequently is fractured. In other 
cases, the ligamentous attachment of the fibro- 
cartilage gives way instead, or the cartilage may 
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be torn across. With the continued force and rup- 
ture of the structures binding the lower ends of 
the radius and ulna together, the distal radial frag- 
ment may be entirely separated from the head of 
the ulna. On account of the accompanying back- 
ward and radial displacement of the hand, the ulna 
appears to be dislocated forward in the wrist. Dis- 
location of the inferior radioulnar joint may occur. 


Fractures of the Lower End of the Uina 


A fracture of the ulnar styloid often accompanies 
a Colles’ fracture. When operation on the ulnar 
fragment is necessary, removal of the styloid is the 
simplest procedure. Reconstruction of the ulnar- 
carpal ligament is advisable. 

Chauffeur ’s Fracture. Chauffeur’s fracture involves 
the styloid process of the radius. The classical ex- 
ample, so-named, involved a quick blow from the 
crank of an automobile on the palm of the hand 
with hyperextension of the wrist. In some cases, the 
crank, making a complete whirl, struck the radius 
about two and one-half inches above the wrist, pro- 
ducing a fracture with forward displacement of the 
upper end of the lower fragment. Fractures such as 
the above are caused today by a variety of indus- 
trial accidents. 

Barton’s Fracture. Barton’s fracture involves the 
posterior surface of the lower end of the radius. A 
reversed Barton fracture involves the anterior sur- 
face of the lower end of the radius. 

Torus Fracture. Torus, or folding fracture of the 
lower part of the forearm, is a common injury of 
childhood. It is distinguished by a localized ex- 
pansion or torus of the cortex, accompanied by 
little or no displacement of the lower end of the 
bone. A fall on the outstretched hand or striking 
of the hand against the ground in dorsiflexion is 
the usual cause. A longitudinal compression force 
is exerted first on the radius and if it continues, on 
the ulna. In children the long bones of the forearm 
are practically hollow elastic tubes surrounded by 
a relatively tough membrane, the periosteum. The 
diagnosis of torus fracture is based on: (1) reluc- 
tance of the child to use the extremity following a 
fall on the outstretched forearm; (2) a localized 
swelling from three-fourths to one-half inch above 
the wrist; (3) tenderness on pressure, limited to 
the bone directly beneath the area of swelling; (4) 
mild deformity; and (5) absence of crepitus. A cast 
should be applied. 
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An Alternate Method of Delivery 


BY ANSEL WOODBURN, M.D. 
Urbana, Ohio 


IN MANY cases dystocia is due to posterior or trans- 
verse position of the occiput. These positions are 
also very common, and their successful manage- 
ment is a constant challenge to all who practice 


Figure 1. When the fetal head is in transverse position 
and cannot be rotated manually into occiput-anterior 
: position, manual rotation into occiput-posterior posi- 
obstetrics. tion can often be readily accomplished. 

Many different techniques are advised for deliver- 


ing posterior positions—Scanzoni rotation, manual 
rotation to occiput-anterior, key-in-lock rotation 
(De Lee), delivery with occiput sacral, and even 
version or Cesarean section. 
Transverse position occurs either as a primary 
transverse position, or as secondary transverse after 
partial rotation from either an anterior or posterior 
position. If the rotation does not complete to an 
occiput-anterior, transverse arrest occurs, COm- 
monly at the ischial spines. To deliver a transverse 
position, manual rotation is advised if possible. If 
this cannot be accomplished, forceps often are 
used. Whatever the kind of forceps, there can be no 
question that the direct pelvic application is sim- — ee ee 
plest and less capable of harm to the maternal tis- forceps are used in a pelvic application. The handles 
sues. If, then, this pelvic application is also a are depressed before locking, locked, then raised to in- 
cephalic application, the optimal conditions are crease flexion of the head. 
present for delivery. 
This obstetric principle is made use of in the 
technique shown in the accompanying diagrams, and 
which, although used and taught in some medical 
schools, has not been emphasized in the standard 
textbooks of obstetrics. 
Two further facts need emphasis: 
1. No force must be used in rotation—the mere 
overcoming of the inertia of the forceps should be 
enough. 
2. If force is required, another level for rotation 
should be tried. Thus traction is made with the 


occiput posterior, and trial rotations attempted at ‘ 
Mite . P Figure 3. The head is rotated WITHOUT FORCE from 


escent is encountered until the pelvic floor is become inverted, the forceps are now removed. 


reached, when rotation usually can be done easily. 
In fact, in many cases this is the best level for ro- 
tation. 

In certain pelves, notably the anthropoid type, 
rotation cannot be accomplished with the above 
limitations. In such a case, it is improper to rotate, 
and the head should be delivered as an occiput- 
posterior. 


Figure 4. Forceps are reapplied and delivery is ac- 
complished. 
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BY LOUIS WEINSTEIN, M. D. 
Brookline, Massachusetts 


In the course of an infectious disease, neurologic disturbances often alter the natural history of a benign illness 
—prolong it, threaten life, leave crippling residua. In most infections due to viruses, there are still no adequate 
therapeutic methods. Although the acute neurologic disturbances may clear, the damage to nerve tissue can be 
permanent. Therefore prognoses must be made with utmost caution. 


Many infectious diseases are on occasion compli- 
cated by the appearance of neurologic manifesta- 
tions. Although they are relatively rare, they are of 
considerable significance to the patient because 
their development can convert an essentially benign 
and self-limited illness into one in which death may 
be the outcome or, if life is preserved, crippling 
residua may result. It is the purpose of this paper 
to present a brief but general discussion of some of 
the disturbances in the nervous system that may 
occur in the course of some of the common bacterial, 
viral, spirochetal, and parasitic diseases. 


Febrile Convulsions 


Neurologic complications of infectious diseases 
are most common in children. The onset of the 
neurologic disorder, regardless of what its funda- 
mental nature may be, is often heralded by convul- 
sions. These are frequently sharply localized at 
their inception, often to one side of the face. They 
usually progress to involve one side of the body at 
first, and then become generalized and typically 
epileptiform. 

The most frequent cause for convulsions in young- 
sters is fever—the so-called febrile convulsion. The 


mechanism of such seizures is unknown. They tend 
to occur with greater frequency in some families, 
suggesting a heritable hyperirritability of certain 
areas of the cortex or what has been called an “epi- 
leptogenic terrain.” Febrile convulsions are ob- 
served most commonly during the first three years 
of life and, although they may appear later in life, 
are indeed very rare after the age of six. The tem- 
perature is another important determinant in the 
pathogenesis of these attacks. The actual height of 
the fever is of much less significance than is the rate 
at which it develops. Thus, a sudden elevation to 
103° F. may be accompanied by an epileptiform fit, 
whereas a slow increase of the temperature to 105° F. 
may not produce any neurologic reaction. 

One of the important unsolved problems is the 
relation of this type of convulsion to the frequency 
of seizures in adulthood. Opinion on this matter 
is completely divided. There are some who think 
that the child who has a seizure due to fever is no 
more susceptible to fits when he is grown than a 
youngster who had no such episodes. Others be- 
lieve, however, that the incidence of convulsions is 
higher in adults who had febrile convulsions when 
they were very young. 

Focal seizures occurring with fever are much 
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more ominous than generalized ones and are some- 
times associated with spontaneous cortical vein 
thrombosis or with localized disease such as brain 
abscess. 


Streptococcal Pharyngitis 


There are a considerable number of neurologic 
complications that may occur during the course of 
pharyngitis due to the beta-hemolytic Streptococ- 
cus. One of the commonest in children is menin- 
gismus. This may be defined as the presence of 
striking signs of meningeal irritation with a spinal 
fluid that is completely normal except for an occa- 
sional increase in pressure. Although, in the past, 
the term meningismus has been used to include 
situations in which the spinal fluid exhibits an in- 
creased number of cells, this cannot be accepted, 
since many of these cases are probably instances of 
true infection of the meninges. 

Actual meningeal invasion by the Streptococcus 
may also occur during the course of the sore throat 
produced by this organism. This complication is 
now seen very infrequently because streptococcal 
pharyngitis is today treated rapidly and intensively 
with effective antibacterial agents and is so quickly 
eradicated that it cannot serve as a focus for spread 
to the nervous system. When this type of meningi- 
tis occurs, it practically never arises as a primary 
infection but is almost always secondary to a sore 
throat, otitis media, or paranasal sinusitis due to 
the beta-hemolytic Streptococcus. The route of the 
dissemination to the meninges is almost always by 
direct extension through the venous system. Phle- 
bitis and thrombosis of the emissary veins usually 
precede the onset of the meningitis. 

An unusual intracranial complication which may 
occur in one form of streptococcal pharyngitis is 
the serous meningitis of scarlet fever. This usually 
appears during the first week of the disease and is 
manifested by a secondary rise in temperature and 
the development of signs of meningeal irritation. 
The spinal fluid may contain as many as 500 to 600 
lymphocytes as well as an increased quantity of pro- 
tein. The Streptococcus cannot be recovered from 
the spinal fluid in these cases. It has been assumed 
that this clinical entity represents reaction in the 
meninges to the soluble toxins elaborated by the 
organism. 

Another mechanism by which patients with strep- 
tococcal pharyngitis may develop central nervous 
system manifestations involves hematogenous spread 
of the organisms from the local focus of infection. 
With widespread dissemination by way of the blood 


stream, the organisms may settle out in any portion 
of the nervous system and produce diffuse menin- 
gitis, localized abscesses, or involvement of the vas- 
cular bed. 

A neurologic complication of streptococcal dis- 
ease which fortunately is very uncommon, is post- 
anginal sepsis or parapharyngeal space abscess. In 
this situation the history is usually one of sore 
throat, frequently very mild, two or more weeks 
prior to the onset of a daily, high, spiking fever 
suggestive of the presence of a septic focus. Prior 
to specific chemotherapy, most of the patients who 
developed this complication, succumbed. The 
mechanism of production of this syndrome in- 
volves the development of an intratonsillar abscess. 
This is followed by tonsillar vein phlebitis and then 
thrombosis. The process extends to the jugular 
vein and from there to the dural venous sinus sys- 
tem. Half of the patients with this disease have 
bacteremia and may develop meningitis or other 
localized infections anywhere in the nervous system 
as a result of dissemination of the organisms via the 
blood stream. 

Acute rheumatic fever, a relatively common com- 
plication of the poststreptococcal state, may be ac- 
companied by neurologic manifestations. One of 
the most striking is chorea. Some patients with 
acute rheumatic arthritis and carditis without cho- 
rea may exhibit a maniacal delirium at the time of 
onset of rheumatic fever. In the last five or six years 
there have been described clinical pictures suggest- 
ing involvement of the meninges and various por- 
tions of the brain. These have been featured by 
signs of meningeal irritation alone or in combination 
with different syndromes indicating disease of vari- 
ous portions of the cerebrospinal axis (meningo- 
encephalitis). They have often been associated 
with an increase in the number of cells and the 
quantity of protein in the spinal fluid. Since these 
neurologic abnormalities occur in the acute phase 
of rheumatic fever and have no other obvious cause, 
they have been assumed to be manifestations of this 
disorder. The anatomic basis for the nervous sys- 
tem dysfunction is thought to be an endarteritis 
affecting the cerebral and meningeal vessels. Pur- 
pura of the brain may also occur and produce a 
wide variety of neurologic disturbances. 

Another complication of streptococcal sore throat 
which may be accompanied, on occasion, by neu- 
rologic disorders is acute diffuse glomerulonephritis. 
In the acute phase of this disease the changes in 
function of the nervous sytem are most often not 
due to renal failure but are associated with rapidly 
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developing hypertension. Convulsions are the com- 
monest manifestations. 

Acute disease of the middle ear and the para- 
nasal sinuses following pharyngitis due to the beta 
hemolytic Streptococcus is common. Both are 
sometimes complicated by the appearance of neu- 
rologic disorders which are not peculiar to infection 
by this organism but may occur when any patho- 
genic bacteria invade these areas. 


Otitis Media and Paranasal Sinusitis 


The lesions that may occur during the course of 
otitis media or paranasal sinus infections and which 
often lead to the development of severe neurologic 
disturbances are: (1) osteomyelitis of the skull, 
(2) extradural abscess, (3) dural venous sinus phle- 
bitis or thrombophlebitis, (4) brain abscess, and 
(5) meningitis. 

Osteomyelitis of the skull may be the initiating 
lesion in some instances in which middle ear and 
sinus disease are followed by nervous system com- 
plications. In such cases there is involvement of 
the osseous enclosure of these structures with de- 
struction of the bone, followed by direct penetration 
of the infectious process to the extradural, subdu- 
ral, or subarachnoid spaces. Spread to the dural 
venous sinuses or to the brain or meninges may fol- 
low septic thrombosis of the emissary veins draining 
these sites or may occur by direct invasion. 

The syndrome produced by an extradural ab- 
scess is characterized by fever alone or by the signs 
and symptoms of infection plus those of meningeal 
irritation and rising intracranial pressure. The 
spinal fluid may contain an increased number of 
cells and quantity of protein. 

Disease of the lateral sinus, either simple phle- 
bitis or thrombophlebitis, may also occur during 
the course of acute mastoiditis and may present the 
same manifestations as extradural abscess. No re- 
liance can be placed on the absence of a rise in spi- 
nal fluid pressure on unilateral jugular compression 
in many instances, because this sign may not be 
elicited unless complete occlusion of both sinuses 
has taken place. In some cases, the diagnosis is not 
made until after surgical exploration. Involvement 
of the lateral sinus may be complicated by extension 
to the other venous sinuses of the dura and may 
finally produce complete occlusion of the whole sys- 
tem, which may be accompanied or followed by 
bacteremia or meningitis or both. With infection 
of the paranasal sinuses, particularly the frontals or 
ethmoids, cavernous sinus thrombosis may develop. 


GP « October, 1952 


Dural venous sinus involvement is rare when the 
maxillary antrum is affected. 

In untreated paransal sinusitis, there is always the 
risk of meningitis or brain abscess. Often this be- 
gins with osteomyelitis of the skull which is followed 
by penetration of the dura and direct extension to 
the subarachnoid space or to the brain. Such spread 
by contiguity is probably the method of production 
of solitary frontal lobe abscess in the course of 
frontal sinusitis in many patients; in some, it may 
result from septic thrombosis of the emissary veins 
or may occur during the course of a bacteremia. 

Meningitis secondary to paranasal sinus disease 
is most common with frontal sinus infection; it oc- 
curs as a complication of sphenoid and ethmoid 
sinusitis less often and is rare when the maxillary 
antrum is involved. Meningeal infection is usually 
secondary to subdural abscess or an abscess of the 
brain, or it may follow operation on the frontal 
sinus. 

Thrombophlebitis of the superior longitudinal 
or of the cavernous sinus may accompany the men- 
ingitis that occurs in the course of infection in- 
volving the frontal, ethmoid, or sphenoid cells. In- 
fections of the meninges following middle ear and 
mastoid disease are frequently most intense about 
the base of the skull and produce clinical signs of 
involvement of the middle or posterior fossa or both. 

Special Syndromes. There are a number of syn- 
dromes which occur in the course of suppurative 
otitis media or paranasal sinusitis which are diag- 
nostic of the anatomic location of neurologic com- 
plications. In frontal sinusitis, the appearance of 
convulsions, hemiplegia, and aphasia is highly sug- 
gestive of a subdural abscess or thrombophlebitis 
of the superior longitudinal sinus or the superficial 
cerebral veins. Edema of the upper eyelid and tis- 
sues over the frontal sinus means osteothrombo- 
phlebitis of the underlying bone; under these cir- 
cumstances, osteomyelitis of the skull and an 
abscess of the frontal lobe should be suspected. In 
ethmoiditis, paralysis of the third cranial nerve 
indicates invasion of the dural sinuses. If, in the 
course of infection of the ear or paranasal sinuses, a 
patient develops meningitis, the appearance of 
profuse epistaxis suggests thrombosis of the eth- 
moid veins and cavernous sinus. In longitudinal 
sinus thrombosis, generalized muscular spasticity 
and convulsions are usually present. Petrositis may 
be accompanied by pain behind the eyes, paralysis 
of the sixth cranial nerve, occasional hemianoptic 
indentation of the visual fields, and hypersensi- 
tiveness of the auricle. Unilateral deafness and 


spontaneous nystagmus are found with laby- 
rinthitis. 

When the jugular vein is the site of thrombo- 
phlebitis, paralysis of the ninth, tenth, and eleventh 
cranial nerves may develop; this suggests a lesion 
compressing the nerves at the foramen. The neu- 
rologic defects which may be observed with throm- 
bosis of the cavernous sinus are paralysis of the 
third, fourth, and sixth cranial nerves; in addition, 
there may be exophthalmos and edema of the eyes. 
If bacteremia and signs of meningitis occur with 
middle ear disease, there is probably a thrombo- 
phlebitis of the lateral sinuses or jugular bulb. An 
aseptic meningitis in association with mastoiditis 
indicates an infection in the immediate neighbor- 
hood of the meninges—lateral sinus thrombosis or 
perisinus or brain abscess. 


Pulmonary Infections 


Neurologic complications are sometimes seen 
during the course of bacterial and viral pneumonias. 
Many elderly people with severe pneumonitis may 
become quite lethargic or even deeply comatose 
during the early stages of this type of infection. The 
loss of consciousness is probably not strictly re- 
lated to the pulmonary disease per se but merely 
reflects the response of the older age group to any 
severe infectious disease. It is striking that the 
nervous system reaction in the elderly is at the 
opposite pole from that in children in whom the 
onset of infection is often heralded by manifesta- 
tions of markedly increased irritability of the cen- 
tral nervous system, namely convulsions. 

Although it has been claimed that an encephalitis 
may occur in pneumococcal pneumonia, confirma- 
tion of this observation is lacking. There have been 
several descriptions in the literature of a meningitis 
or meningo-encephalitis occurring during the 
course of so-called atypical virus pneumonia. It is 
important to point out that encephalitis is probably 
not a complication of infection by the influenza 
virus. The cases of Parkinsonism that have been 
related to an attack of influenza during the epidemic 
of 1918 probably represent sequelae to the von 
Economo type of encephalitis—encephalitis lethar- 
gica—a disease that was pandemic in many parts 
of the world. 

Pneumococcal meningitis was not an uncommon 
complication of lobar pneumonia prior to the devel- 
opment of effective chemotherapy. Between 0.2 and 
1 per cent of patients with pneumococcal infections 
of the lung developed meningitis; of the fatal cases, 


at least 50 per cent were associated with an acute 
bacterial endocarditis. Although meningitis still 
occurs in the course of lobar pneumonia, it has been 
sharply reduced in incidence by virtue of early and 
intensive treatment of the primary pneumonitis. 

Meningismus. In young children there is a very 
interesting association between right upper lobe 
pneumonia due to any organism and severe menin- 
gismus. While, as has been pointed out above, the 
signs of meningeal irritation may appear in the 
acute phase of any infection in the young age 
group, in pneumonia, meningismus is most com- 
mon when the right upper lobe of the right lung is 
involved. Rarely is one of the other lobes affected. 
Most striking is the severity of the stiffness of the 
neck and back and the completely normal spinal 
fluid. In view of the frequent absence of physical 
findings in the chest in this age group in the early 
stages of a pneumonia, the diagnosis usually is 
suspected on the basis of tachypnea, grunting 
respirations, and dilatation of the ala nasi, and it 
is confirmed by roentgenographic study. 

Brain Abscess. This is one of the serious compli- 
cations of pulmonary disease. This type of central 
nervous system disease may complicate bronchiecta- 
sis, lung abscess, or pulmonary resection. The exact 
method of spread of organisms from the lung to the 
brain is still a matter of conjecture. In patients with 
bronchiectasis and brain abscess it has been postu- 
lated that both have a common source of origin in 
frontal sinusitis, since most of the localized cerebral 
lesions are solitary and in the frontal lobe. Another 
mechanism which has been thought to play a role 
is the intervertebral vein system; this has also been 
thought by some to be the route of metastatic dis- 
semination of bronchiogenic carcinoma to the cen- 
tral nervous system. 


Bacteremia 


In bacteremia with any organism, but particu- 
larly with the Pneumococcus, beta-hemolytic 
Streptococcus, Strep. viridans, and Staphylococcus 
aureus, various types of nervous system involve- 
ment may occur. The anatomic lesions include 
embolic occlusion with focal embolic encephalitis, 
thrombosis of cerebral veins, subdural empyema, 
cerebral abscesses, venous sinus occlusion, mycotic 
aneurysms, and diffuse meningitis. Most, if not all 
of these, may occur, at one time or another, in 
subacute and acute bacterial endocarditis. 

In a young patient, the sudden development of 
hemiplegia, in the absence of hypertension, is 
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highly suggestive of subacute bacterial endocarditis 
and deposition of an embolus in the middle cerebral 
artery or one of its branches. Repeated emboliza- 
tion to the brain may take place, with the production 
of various localizing signs, or there may be only 
disturbances in orientation, mental function, or 
the state of consciousness. This is focal embolic 
encephalitis and is often accompanied by an in- 
crease in the number of cells and protein content 
of the cerebrospinal fluid. It is very striking that, 
although multiple emboli may lodge in the brain 
during the course of chronic infection of the valves 
of the heart due to Strep. viridans, suppurative 
meningitis or true brain abscess are quite uncom- 
mon. In contrast, acute bacterial endocarditis, 
most frequently due to highly virulent organisms 
such as Staphylococcus aureus, the Pneumococcus 
or the beta-hemolytic Streptococcus, is commonly 
complicated by brain abscess or diffuse purulent 
meningitis as a result of embolic infarction of the 
brain. A frequently overlooked and undiagnosable 
lesion which occurs in bacteremia is mycotic 
aneurysm of the cerebral arteries. This usually is 
undetected until a severe or even fatal subarachnoid 
or intracerebral hemorrhage takes place. 

The signs and symptoms of these nervous system 
complications of bacteremia are quite varied de- 
pending on the nature and location of the lesions. 
Coma, convulsions, spasticity, hemiplegia, psychotic 
behavior, signs of cerebellar dysfunction, various 
spinal cord syndromes, blindness, deafness, and 
signs of meningeal irritation may occur singly or 
in various combinations and are indicative of the 
severity and site of the central nervous system 
disturbance. 


Diphtheria 


With rare exception, the only part of the nervous 
system involved in diphtheria is the peripheral one. 
Although two or three cases of spastic hemiplegia 
occurring during the course of diphtheritic pharyn- 
gitis have been described, these are extremely rare 
and may have been purely coincidental and not 
directly related to the diphtheria. 

There are three periods in the course of this 
disease when nervous system complications are 
apt to develop. Paralysis of the soft palate and pos- 
terior pharyngeal wall may occur in the first few 
days of illness. All of the functional loss at this 
time is in the motor sphere. This swallowing diffi- 
culty usually clears rapidly and disappears about 
seven to ten days after onset. 

The commonest period for peripheral neuritis 
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to appear is between the second and fourth week 
of diphtheria, although occasionally it may be de- 
layed to as late as the sixth week. This neuritis 
may involve any of the peripheral nerves and pro- 
duces mainly loss of motor function with con- 
siderably less sensory disturbance. The nerves 
most commonly affected are the third, fourth, 
sixth, seventh, and tenth cranials. The peripheral 
innervation to the skeletal musculature rarely is 
extensively involved, and widespread paresis and 
paralysis may be present. The most serious palsy 
is that of the phrenic nerves; the resulting loss of 
movement of the diaphragm necessitates the use of 
artificial respiration (the tank respirator for ex- 
ample) until function returns. 

During World War II attention was focused 
on another type of peripheral neuritis occurring in 
diphtheria of the skin. Observations since then 
have established the presence of the same type of 
complication in diphtheritic pharyngitis. This 
peripheral neuritis usually occurs sometime be- 
tween three and five months after onset of the pri- 
mary illness, produces mainly sensory loss, and 
does not involve the cranial nerves. Many patients 
have a symmetrical sensory loss, often in a glove 
and stocking distribution, without a sharp line of 
demarcation from the normally innervated skin. A 
typical Guillain-Barré syndrome—albumino-cyto- 
logic dissociation in the cerebrospinal fluid—may 
develop during the course of this neuritis. When 
this occurs, the neurologic picture has all of the 
features of “infectious polyneuritis.”” Motor dis- 
turbances frequently follow the sensory ones and 
patients may develop marked paralysis and loss of 
reflexes. 

All of the types of peripheral neuritis which occur 
in the course of diphtheria have an excellent prog- 
nosis for recovery. Although the duration varies 
considerably, the neurologic dysfunction always 
disappears completely if the patient does not suc- 
cumb to a toxic myocarditis or if the nerve palsies 
do not endanger respiration. 


Pertussis 


Children with pertussis frequently manifest signs 
and symptoms suggestive of disturbances of the 
nervous system, the most frequent of which is con- 
vulsions. The causes of convulsive seizures in 
whooping cough are: (1) fever due to a complicating 
infection, most commonly bronchopneumonia, (2) 
massive cerebral hemorrhage, (3) multiple, minute 
petechial hemorrhages in the brain, (4) the paroxys- 
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mal coughing, (5) “toxic” encephalopathy, and 
(6) tetany. 

The first possibility to be considered in any child 
with pertussis who has a fit is a rapid elevation of 
temperature. Uncomplicated whooping cough is 
an afebrile disease: when fever appears, it is due 
to severe dehydration as a result of excessive vomit- 
ing without adequate fluid replacement, or more 
frequently to bronchopneumonia. 

There is a well-known bleeding tendency in 
pertussis as shown by the not infrequent appearance 
of subconjunctival hemorrhage, melena, hemateme- 
sis, or hemoptysis. Whether or not this is related 
to the production of an angiotoxin by H. pertussis 
is unimportant from the clinical standpoint. The 
most serious type of bleeding is intracranial. Mas- 
sive cerebral hemorrhage may cause sudden death. 
Multiple petechial hemorrhages in the brain may 
lead to the appearance of convulsions or localizing 
nervous system signs. 

Convulsions and coma may accompany severe 
paroxysms of coughing not only in whooping 
cough but also in any type of pulmonary disease, 
acute or chronic, in which paroxysmal coughing is 
a feature. Although anoxic anoxia due to inability to 
ventilate the lungs adequately during the prolonged 
period of coughing, appears, at first sight, to be 
the most obvious mechanism, it is more likely that 
the anoxia is of the stagnant type. Careful study of 
the episode reveals that the patient has difficulty 
in expiring and inspiring air, the neck veins be- 
come distended, and, after a short while, he con- 
vulses and then faints. With syncope the coughing 
stops, and consciousness is recovered. Fluoroscopic 
study during the attack of coughing shows rapid, 
progressive diminution in the size of the cardiac 
silhouette until the convulsion and fainting occur; 
the cessation of the cough is seen to be associated 
with a return of the heart shadow to normal size. 
These observations suggest that the seizure and 
syncope are associated with marked reduction in 
venous return from the head as well as other parts 
of the body as a result of the increase in intra- 
thoracic pressure accompanying the cough. The 
stasis in the cerebral circulation produced by 
blocking of the venous return is probably the 
mechanism, therefore, by which convulsions are 
produced by coughing in pertussis. 

An encephalopathy may occur occasionally in 
the course of whooping cough. This is manifested 
by signs of meningeal irritation, convulsions, 
changes in the state of consciousness, occasionally 
sudden onset of flaccid paralysis of one or more 


extremities, and lymphocytosis and increased pro- 
tein in the cerebrospinal fluid; death may occur 
rarely. The mechanism of this complication is 
unknown. It is thought by some to be due to a 
toxin produced by the pertussis bacillus, although 
proof for this is lacking. 

Tetany in pertussis is related to persistent vomit- 
ing, or markedly reduced intake of food, or both, 
and it may be on the basis of hypocalcemia or 
metabolic alkalosis. With the modern attitude 
toward refeeding after vomiting and with careful 
attention to plasma electrolyte balance and ade- 
quate hydration, tetany should not be a problem 
in this disease. 


Tuberculosis 


Several types of neurologic complications may 
occur in tuberculosis. The anatomic lesions include 
tuberculoma of the brain, tubercles of the choroid, 
true meningitis, and “serous” meningitis; all of 
these may develop in the course of pulmonary 
tuberculosis, as a result of miliary spread of the 
disease, or rarely as isolated syndromes. 

A tuberculoma of the brain presents the same 
clinical and spinal fluid findings as any other ex- 
panding intracranial lesion and may be suspected 
in a patient who has pulmonary or some other form 
of tuberculosis and shows signs and symptoms sug- 
gestive of a brain tumor. 

Tubercles of the choroid are seen in miliary 
tuberculosis and are usually present without pro- 
ducing any special manifestations. They are often 
overlooked because of their tendency to occur on 
the periphery of the retina; their presence should 
be excluded only by thorough ophthalmoscopic 
examination after dilatation of the pupil by the 
instillation of homatropine into the conjunctival 
sac. 

The clinical picture of true tuberculous meningi- 
tis is so well known that it does not require detailed 
description. Although this complication of tuber- 
culosis is most common in the childhood type of 
pulmonary lesion, it may occur during the period 
of activity of the adult type of disease. Its charac- 
teristic features are: (1) a relatively slow onset 
of fever and signs of meningeal irritation; (2) fre- 
quent findings suggesting a basilar process, bilateral 
sixth cranial palsy for example; (3) the presence of 
50 to 500 cells in the spinal fluid, with a predomi- 
nance of neutrophils early in the course of the in- 
fection replaced rapidly and almost completely by 
lymphocytes; (4) progressive decrease in cerebro- 
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spinal fluid sugar and chlorides, and increase in 
protein; (5) occasional localizing signs such as 
hemiplegia due to the accompanying cerebral 
arteritis; and (6) death in an average of about two 
and one-half weeks after onset, although survival 
for two to three months is not unknown, in un- 
treated cases. 

It is most important to distinguish the syndrome 
just described from that occurring in so-called 
serous” meningitis which may develop as a com- 
plication of activation of a latent pulmonary tuber- 
culous focus. In this condition, there is usually a 
quiescent localized meningeal tuberculous lesion 
in which an aseptic reaction takes place when the 
process in the lung becomes active. Fever and signs 
of meningeal irritation appear. There is an increase 
in the number of lymphocytes and quantity of pro- 
tein in the spinal fluid; unlike that in true tubercu- 
lous meningitis, however, the sugar content remains 
at normal levels and organisms cannot be demon- 
strated by any method. These findings establish 
the absence of actual meningeal infection. Recovery, 
without specific chemotherapy, is usually the rule 
in this type of meningitis. 


Brucellosis 


In some areas of the world, brucellosis is a rela- 
tively common infectious disease. Three types of 
nervous system dysfunction may occur during this 
illness. During the acute phase, it is not uncommon 
for patients to exhibit important degrees of anxiety 
and unfounded apprehension quite characteristic 
of the acute anxiety state. Meningitis, indistin- 
guishable from that due to other organisms, may 
be produced by the various strains of Brucella. A 
small number of cases in which the organisms have 
been isolated from the spinal fluid have been re- 
ported. In addition, a more severe affection of the 
nervous system, meningo-encephalitis, may occur. 


Cerebral Vein Thrombosis 


Spontaneous thrombosis of cerebral veins occurs 
most often as a complication of some of the bac- 
terial meningitides. It may rarely develop, however, 
during the course of as mild a disease as strep- 
tococcal pharyngitis, pyelonephritis, or any other 
viral or bacterial infection, particularly of the upper 
respiratory tract. Cerebral vein occlusion of this 
type is much more common in children than in 
adults. 

The first manifestations of this central nervous 
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system disorder may not appear until recovery from 
the primary illness is beginning, or they may be 
present in the acute stage. The outstanding clinical 
sign is convulsions, although stupor or coma may 
also develop. The seizures are often lateralized to 
one side of the body at first, but they quickly be- 
come generalized and are characteristically epilepti- 
form in nature. They may persist for several days 
or last only a few hours. 

The final outcome is unpredictable and depends 
on the site and extent of thrombotic involvement. 
Many youngsters recover completely and have no 
neurologic residua. Others may be left with a vary- 
ing degree of spastic paralysis or mental defect or 
both. Rarely, the venous occlusion may be so ex- 
tensive that necrosis of the entire cerebral cortex 
results. These children exhibit all of the manifesta- 
tions associated with the decerebrate state. Such 
a patient, in whom the neurologic disease was 
initiated by a mild streptococcal pharyngitis suc- 
cessfully treated with penicillin, has been in the 
care of the writer for the past eighteen months. 


Virus Infections 


Many of the common viral infections are compli- 
cated by the appearance of nervous system mani- 
festations. In some the involvement is due to in- 
vasion of nervous tissue by the same agent that is 
responsible for production of the primary disease. 
In others, the neurologic derangement cannot be 
attributed to direct injury by the virus but is pro- 
duced by some unusual reaction to the infectious 
agent, which, in most instances, is not yet clearly 


defined. 


Mumps 


Involvement of the nervous system is common in 
mumps. The most frequent neurologic manifesta- 
tion is meningitis. This is produced by actual in- 
vasion of the meninges by the mumps virus, which 
can be isolated from the cerebrospinal fluid, and is 
characterized by fever, headache, and an increase in 
lymphocytes and protein in the spinal fluid. 
Changes in the state of consciousness, cranial nerve 
palsies, and localizing neurologic signs are not 
present in true mumps meningitis. When these 
occur they indicate a rare but serious complication 
of mumps, meningo-encephalitis. Although this 
term has frequeitly been used to describe both 
types of meningeal reaction in mumps, it is im- 
portant to point out that the meningitis and 
meningo-encephalitis associated with epidemic par- 
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otitis are entirely distinct entities and must not be 
confused. Mumps meningitis is common, always 
benign, and characterized anatomically by lympho- 
cytic perivascular infiltration of the meninges. The 
meningo-encephalitis is rare, can be fatal and, if 
recovery ensues, may leave neurologic residua; 
pathologically its outstanding feature is demyelin- 
ization. 

Although it has been reported that about 10 per 
cent of patients with mumps develop meningitis, 
some students of the disease claim that it is present 
in every case. Examination of the spinal fluid in un- 
selected cases of this infection in the writer’s clinic 
revealed an increase in cells and protein in about 50 
per cent; in many of these individuals headache or 
signs of meningeal irritation or both were absent. In 
a small number of people, particularly during the 
summer months, mumps meningitis may occur in 
the absence of any demonstrable disease of the 
salivary glands; in these instances, however, the 
virus can still be isolated from the saliva as well as 
from the spinal fluid. 

Meningo-encephalitis in mumps probably has the 
same pathogenesis as the postinfectious encephali- 
tides which occur during the course of rubeola, ru- 
bella, varicella, and other virus infections which are 
discussed in detail below. Convulsions, coma, vari- 
ous types of paralysis, as well as a lymphocytic re- 
action in the spinal fluid and signs of meningeal ir- 
ritation characterize the acute stage; important 
neurologic residua may feature the late stage. 

\A rare but tragic nervous system manifestation of 
mumps is involvement of the eighth cranial nerve. 
This is most often bilateral and irreversible so that 
total, permanent nerve deafness is the final out- 
come. The third, sixth, seventh, ninth, and tenth 
cranial nerves may rarely be affected. Other very 
uncommon complications are peripheral neuritis, 
ascending myelitis, and psychosis. 


POsTINFECTIOUS ENCEPHALITIDES 


Etiology. Most important among the neurologic 
complications of some of the common virus diseases 
are the meningo-encephalitides which appear dur- 
ing or just after the acute phase of rubeola, rubella, 
varicella, variola, and vaccinia. The mechanisms in- 
volved in the production of these is unknown. Four 
hypotheses have been proposed: (1) The postinfec- 
tious encephalitides are due to invasion of the cen- 
tral nervous system by the same virus which is re- 
sponsible for the exanthem. Evidence in support of 
this theory is lacking. (2) The primary virus disease 
activates a latent viral infection of nervous tissue. 


Until recently, demyelinization, the outstanding 
feature of postinfectious central nervous system in- 
volvement, had not been described in any of the 
known viral encephalitides. Within the past two 
years, however, a virus capable of producing a 
demyelinizing process has been isolated from mice. 
This observation should reawake interest in the 
theory of activation of a latent nervous system in- 
fection by the primary disease. (3) A “toxic” conse- 
quence of the exanthematous disease is responsible 
for the neurologic manifestations. Although viruses 
may be toxic, as demonstrated by studies of the in- 
fluenza virus, there is no evidence at present that 
viral toxicity plays any role. (4) The hypothesis 
which has attracted the most serious attention and 
received the soundest experimental support is that 
the postinfectious encephalitides are the result of an 
allergic mechanism by which a patient becomes sen- 
sitized to his own nervous system tissues. In the ex- 
perimental animal, the injection of ground-up brain 
or spinal cord, from the same species, mixed with 
adjuvants (nonpathogenic acid fast bacteria, miner- 
al oil, and a water-in-oil soluble base) leads, after a 
latent period, to the development of an anatomical 
and clinical picture resembling qualitatively quite 
closely the naturally occurring disease in man. 

The postinfectious encephalitides are most com- 
mon between the ages of 2 and 7 years, although 
they may occur in adults. Their incidence in differ- 
ent exanthematous diseases is quite variable. Post- 
measles encephzlitis appears to have increased in 
frequency over the past thirty years. Three decades 
ago, only about one in every 10,000 cases of measles 
was complicated by encephalitis. Today, this 
neurologic disorder is present in one out of every 
600 to 1,000 attacks of rubeola. It may even occur 
rarely in measles which has been modified by the 
administration of immune gamma globulin during 
the incubation period. Encephalitis is much less 
common in the other viral exanthemata. It compli- 
cates cowpox approximately once in 300,000 vac- 
cinations in this country; it is interesting, however, 
that postvaccinial encephalitis has been observed 
with relatively great frequency in some areas of the 
European continent, particularly Holland. Menin- 
go-encephalitis complicates one out of about 6,000 
cases of German measles. 

Clinical Manifestations. The clinical syndromes 
which. develop in the various postinfectious en- 
cephajitides cannot be distinguished on the basis of 
their primary cause. The onset is most frequently 
characterized by convulsions or changes in the state 
of consciousness ranging in severity from mild 
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lethargy to deep coma. There may be no signs sug- 
gesting involvement of the cerebral hemispheres in 
the beginning. The disease starts usually as the 
rash of the primary infection begins to wane, but it 
may appear at the height of the exanthem; rarely, as 
has been described in measles, the neurologic mani- 
festations may first occur during the prodromal 
phase prior to development of the rash. If there is 
any outstanding clinical characteristic of this kind 
of encephalitis, it is the great variability in the signs 
and symptoms which may be observed. 

For purpose of convenience, the disease may be 
classified into four main types: (1) Multiple Focal 
Cerebral Symptoms: There are signs of multiple focal 
or diffuse lesions of the central nervous system. 
Convulsions, stupor, myoclonic twitching, and mus- 
cular rigidity may be present. Mental disturbances 
are common. Recovery is usually slow. (2) Single 
Focal Cerebral Lesions: Hemiplegia and aphasia are 
the commonest manifestations. Epilepsy may occur. 
(3) Cerebellar Syndromes: In this type of postinfec- 
tious encephalitis, ataxia, intention tremor, loss of 
muscle tone, slow scanning speech, loss of equi- 
librium, and head tremor constitute some of the 
signs that may appear. Complete return of normal 
function is frequent. (4) Paraplegias and Spinal 
Cord Syndromes: Respiratory paralysis, flaccid mus- 
cle weakness, sensory loss, and involvement of 
sphincters are the outstanding findings. In one 
group of thirty-three patients with this syndrome in 
post-measles encephalitis, fifteen recovered com- 
pletely, six died of respiratory paralysis, and ten 
developed various types of motor weakness with 
muscular atrophy in three. 

Prognosis. The outcome of any case of postinfec- 
tious encephalitis is almost totally unpredictable. 
Most of the information concerning the prognosis of 
this nervous system complication is available for 
measles. The fatality rate in the acute stage of post- 
rubeola encephalitis is said to range between 10 and 
43 per cent. Of those who survive, it is estimated 
that about 65 per cent have neurologic residua 
which range in severity from mild behavior dis- 
turbances to such devastating organic damage to 
the brain and spinal cord or both that the patient 
requires custodial care for the remainder of his life. 
The incidence of nervous system sequelae and death 
in the survivors is less with the encephalitides that 
follow the other acute exanthematous diseases. 
Little information that is of help in making an accu- 
rate prognosis can be obtained from a study of the 
clinical course of the disease. Often the children 
who appear to be the most gravely ill during the 
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acute stage, recover completely, while those who 
give the impression of not being very sick do poorly 
later because they are left with many disturbing 
residua. The follow-up period of observation for 
these patients must often cover a long period of time 
because neurologic defects may disappear only 
gradually. On the other hand, some youngsters who 
seem to be quite well at the time of discharge from 
the hospital may exhibit seriously abnormal be- 
havior patterns for the first time months later. Ex- 
perienced observers of the postinfectious encephali- 
tides are inclined to make a guarded prognosis in 
all cases regardless of the severity and clinical fea- 
tures of the acute phase. 


HERPES SIMPLEX 


Herpes simplex is a common virus infection in 
which neurologic complications occur rarely. An 
encephalitis, due to direct invasion of the brain by 
the infecting agent, may occur, especially in pri- 
mary attacks of herpes when severe, diffuse stoma- 
to-pharyngitis is present. 


INFECTIOUS HEPATITIS 


Neurologic manifestations may be present during 
infectious hepatitis in either the pre-icteric phase or 
later when liver function is almost completely de- 
stroyed. In the latter stage, coma, convulsions, al- 
tered reflexes, etc., all characteristic of so-called 
hepatic coma, may appear. Although involvement 
of the nervous system in infectious hepatitis prior to 
the appearance of jaundice is rare, it may produce 
serious neurologic disturbances which pose a diffi- 
cult diagnostic problem. Signs of meningeal irrita- 
tion, absence of reflexes, paralysis of the extremities 
of varying degree with occasional permanent loss of 
muscle function, disturbances in personality sug- 
gesting hysteria or mild psychosis, and increase in 
cells (mainly lymphocytes) and protein content of 
the cerebrospinal fluid have all been observed in this 
type of meningo-encephalitis. When this syndrome 
occurs in the summer months, as it has in the 
writer’s experience, it may be confused with the 
nonparalytic, paralytic, or encephalitic forms of 
poliomyelitis until the development of jaundice re- 
veals the true etiologic basis of the neurologic dis- 
turbances. 


Infectious Mononucleosis 


Although the exact etiology of infectious mono- 
nucleosis is unknown, it has many of the features of 
a viral disease. Neurologic complications are for- 
tunately rare in this disease, but their appearance 
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may convert an essentially benign and self-limited 
illness into one which may be very severe and pro- 
tracted; two deaths have been reported. Such cases 
can resemble lymphocytic choriomeningitis, infec- 
tious polyneuritis, or meningo-encephalitis due to 
identifiable viruses. Among the disturbances re- 
corded in the literature in instances of nervous sys- 
tem involvement in infectious mononucleosis are 
headache, signs of meningeal irritation (stiff neck, 
stiff back, and positive Kernig sign), transient psy- 
chosis, impaired memory, ataxia, poor articulation, 
ascending myelitis, facial weakness, diplopia, difh- 
culty in swallowing, paralysis of the legs, peripheral 
neuritis, and sensory loss of the same type observed 
in the so-called infectious polyneuritis. Examina- 
tion of the spinal fluid in some patients reveals an 
increase in the number of lymphocytes and quantity 
of protein. The characteristic atypical lymphocytes 
which appear in the peripheral blood in this disease 
have also been noted in the spinal fluid on occasion. 
Albumino-cytologic dissociation of the cerebrospin- 
al fluid—a normal or slightly increased cell count 
accompanied by markedly disproportionate rise in 
the protein content—has also been described. 


Syphilis 


Very little need be said here about syphilis, an 
infection in which neurologic complications are 


prominent. Acute luetic meningitis is infrequent in 
the untreated case, although it may occur very early 
in the disease or concurrently with the secondary 
lesions. More often it appears shortly after the in- 
stitution of therapy with metals and constitutes the 
“neurorelapse.”’ It may be confused with so-called 
“aseptic meningitis.”” The inflammatory reaction is 
primarily basilar, a phenomenon which accounts for 
the frequency of cranial nerve palsies. 

Involvement of the meninges without the pro- 
duction of signs or symptoms suggesting active 
meningeal disease is very common. The asympto- 
matic type of neurosyphilis is characterized by an 
increase in cells and protein or both and a positive 
serologic reaction in the spinal fluid, and is thought 
by some syphilologists to be present in from 50 to 80 
per cent of cases. 

Syphilis of the brain often occurs together with 
the meningitis; when this happens the clinical man- 
ifestations are those of a meningo-encephalitis. The 
entire vascular tree is commonly affected during 
luetic infection. Endarteritis of the cerebral vessels 
may result in occlusion with production of localizing 
signs sch as hemiplegia and softening of discrete 


areas of the brain. Headache, psychic disturbances, 
Jacksonian epilepsy, and various motor signs and 
symptoms are present in syphilitic disease of the 
cortex. 

The clinical pictures of paresis and tabes dorsalis 
are too well known to require more than mere men- 
tion. Gumma of the brain produces syndromes 
which often cannot be distinguished from those ob- 
served with any other progressively expanding in- 
tracranial tumor. 

There are three features which characterize cere- 
brospinal syphilis: (1) the extreme variability of the 
symptoms; (2) the multiplicity of manifestations 
and involvement of widely separated areas; and (3) 
the high frequency of damage to the structures at 
the base of the brain. 

In congenital syphilis the central nervous system 
is subject to the same changes as in the acquired 
form of the disease. In addition, retarded and ab- 
normal cerebral development may lead to epilepsy, 
hydrocephalus, and idiocy. It is said that juvenile 
dementia paralytica develops in about 1 per cent of 
all patients with congenital lues. 


Malaria and Trichinosis 


In two common parasitic diseases, malaria and 
trichinosis, the development of a nervous system 
complication may produce a fatal outcome. In falci- 
parum malaria, a variety of neurologic syndromes 
may develop, depending on the location of the le- 
sions in the nervous system. Thrombosis of cerebral 
vessels is one of the outstanding anatomic features 
of this disease and may lead to convulsions, coma, 
hyperthermia, shock, and death. 

Although involvement of the nervous system is 
uncommon in trichinosis, its occurrence is very 
often associated with a poor prognosis for recovery. 
The clinical manifestations which appear are char- 
acteristic of a diffuse meningo-encephalitis. Signs of 
meningeal irritation and a wide variety of neurologic 
abnormalities including convulsions, abnormal men- 
tation, changes in the state of consciousness from 
lethargy to deep coma, twitching, spasticity with or 
without paralysis of various muscle groups, and ab- 
normal reflexes, among others, may be present. The 
spinal fluid is frequently normal; in some cases 
there is an increase in the number of lymphocytes 
and quantity of protein. The writer has observed 
one patient with this type of encephalitis in whom 
the cerebrospinal fluid contained about 100 eosino- 
phils per cubic millimeter. It is an interesting and 
important fact that, although severe infestation of 
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the brain by the parasite may take place and serious 
disturbance of neurologic function occur, there are 
usually no sequelae when recovery takes place. This 
is probably due to the fact that encystment of the 
Trichinella does not occur in this organ, and the or- 
ganisms eventually disappear completely. 


Comment 


This review has attempted to describe briefly the 
nervous system manifestations that may occur in the 
course of some of the common infectious diseases 
which do not affect nervous tissue primarily. To- 
tally unpredictable and unpreventable in many in- 
stances, the appearance of neurologic disturbances 
often alters the natural history of a benign illness so 
that it is either remarkably prolonged, becomes a 
threat to life, or leaves serious and crippling resi- 
dua. Many of the bacterial and spirochetal, and 
some of the parasitic infections are today amenable 
to therapy. Early and effective treatment of the 
primary disease will prevent many of the complica- 
tions; as a matter of fact, in some, pharyngitis due 


to the beta-hemolytic Streptococcus for example, 
serious consequences involving the central nervous 
system have almost completely disappeared. In 
others, the only way in which neurologic sequelae 
can be eliminated is by total prevention of the dis- 
ease as can be accomplished in diphtheria and 
measles. 

In the infections due to viruses there are still, for 
the most part, no adequate therapeutic methods, 
and nervous system complications continue to be a 
source of constant danger to the patient and worry 
to his doctor. It is important for the physician to 
be always alert to the possibility of the sudden 
appearance of manifestations of involvement of some 
part of the nervous system in almost any infectious 
disease. It is also essential for him to keep in mind 
that, although the acute neurologic disturbances 
may clear, sometimes rapidly, the damage to nerve 
tissue can be permanent and result in unpleasant or 
crippling residua. This makes prediction of the 
outlook for the future of such patients uncertain, in 
many instances, and prognoses must, therefore, be 
made with the greatest caution and reserve. 


MEDICAL MAXIMS FOR EVERYDAY 


APPLICATION 


LoNG-STANDING chronic renal disease frequently produces secondary hyperplasia of the para- 
thyroid glands. 


Ir THE patient with renal suppression is afebrile, has no diarrhea, and is not vomiting or 
sweating, he needs little more than one liter of fluids per day, a high caloric diet, and small 
quantities of plasma or albumin intravenously. 


OBJECTIVE evidence of prostatic cancer consists of change in shape and smoothness of the 
gland; increased consistency; pain in the cancerous zone and uncertain definition of the 


borders of the gland. 


Pain is not always a reliable or timely diagnostic symptom in prostatic carcinoma. 
—Wiu S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas. 
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Responsibility 
for Control 


Practical Cherapeutics 


ACUTE BARBITURATE INTOXICATION 


Gallinger Municipal Hospital and Georgetown University Medical School, Washington, D.C. 


BarsiTurarTEs have been used and abused as hypnot- 
ics and sedatives for almost half a century. With 
the passage of time, the indications for their use 
have increased but probably not in proportion to 
the production in the United States of approximate- 
ly 688,500 pounds in 1950 (almost 9,000 pounds 
more than in 1949). The highly competitive mode 
of living, as well as the national and international 
tensions, have encouraged the use of sedatives as a 
form of relaxation and a means of escape. The pro- 
miscuous and continued use of barbiturates may 
not lead to chronic organic disease, but it may cer- 
tainly perpetuate psychoneurotic disorders, and 
thus it should cause no surprise that it has become 
one of the favorite suicidal agents. One of about 
every 2,000 hospital admissions is for barbiturate 
intoxication. As the frontispiece symbolizes, the 
responsibility for this deplorable state, which has 
begun to cause considerable alarm over the entire 
nation, must rest upon the physician, the pharma- 
cist, and legislative bodies, as well as the patient. 
The physician could do much to prevent acute 
barbiturate intoxication by prescribing small 
amounts of barbiturates only wher absolutely neces- 
sary, and by taking the precaution of appending 
“N.R.” to his prescription. The pharmacist can 
help by co-operating rigidly and unequivocally 
with the physician. State legislatures and Congress 
are already enacting laws leading to regulation of 
barbiturate traffic, such as the Humphrey-Durham 
Act. Even more stringent and comprehensive local 
and federal laws will be necessary to curb the illicit 
and not truly indicated consumption of barbitu- 
rates. Widespread education of the public to correct 
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their basic difficulties rather than relying on 
“crutches” in the form of barbiturates would be 
extremely desirable. For this purpose mental hy- 
giene clinics should be available throughout the 
country to help the physician as well as the patient 
to find an adequate solution of patients’ problems. 

Finally, efforts are being directed to incorporate 
with the barbiturates, agents that will provide a 
margin of safety in case of overdosage of barbitur- 
ates. It was recently suggested that small doses of 
nauseating and emetic drugs might be beneficial in 
this regard by inducing emesis when large doses of 
barbiturates are ingested. Up to the present time 
these efforts have been unsuccessful because the 
barbiturates depress the vomiting centers, so that 
the emetic is ineffective or in some cases even harm- 
ful. It would also help considerably if barbitu- 
rates for oral use were dispensed in largesized 
tablets only, so that the patient could not in- 
gest as conveniently a toxic or fatal dose as is pos- 
sible with the small phenobarbital tablets or the 
small capsules of other barbiturates now available. 
It is obvious that the larger the tablet the more 
water is necessary to facilitate swallowing, so that 
the amount of fluid and the increased time re- 
quired for the consumption of a larger number of 
tablets may limit to some extent the amount that 


could be ingested. 
Diagnosis 
Acute barbiturate poisoning comes to the atten- 


tion of the physician as a form of coma and obvious- 
ly must be accurately differentiated from other 
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comatose states. An additional reason for ruling 
out causes other than barbiturate intoxication for 
the unconscious state is that, frequently, powerful 
central stimulation is employed in the treatment of 
barbiturate poisoning; such stimulation may be 
harmful or even fatal in comas of other etiology. It 
is well known that central depressants, such as bar- 
biturates, and central stimulants, e.g., Metrazol and 
picrotoxin, are mutually antagonistic and protect 
against each other. 

The diagnosis of acute barbiturate poisoning 
may be ascertained by either history or chemical 
identification of the barbiturate in the gastric con- 
tents, blood, or urine. A very simple qualitative, or 
rather semiquantitative, test for barbiturates has 
been developed, which can be rapidly performed in 
the office or the small hospital laboratory. The 
equipment and procedure required for this test are 
presented in Figure I and Table 1. 

The depth of the barbiturate coma, which closely 
resembles the latter planes of surgical anesthesia, 
cannot be accurately ascertained by either the his- 
tory or the physical findings. A valuable diagnostic 
aid to determine the depth of the coma is the 
intravenous injection of 5 cc. of 10 per cent Metrazol 
solution. If the patient responds with purposeful 
movements or a return of reflexes, the barbiturate 
depression is not sufficiently great to warrant any- 
thing but good symptomatic therapy. However, if 
there is either no response to this dose of Metrazol 


Table |. Colors appearing in the different tubes with 
different concentrations of barbital. 


conc. of B Cc 
barbital 0.05 cc. of 0.1 cc. of each 0.15 ce. of each 
mg. per cc. each reagent reagent reagent 
0.02 positive negative negative 
0.03 positive positive, fading fades immediately 


in 30 seconds 


0.04 positive _ positive fades in 30 seconds 

0.05 positive _ positive fades in about 2 
minutes 

0.06 positive _ positive permanent for more 
than 2 minutes 


If a permanent blue (color persisting more than 2 minutes) is secured 
in Tube C, and the other tubes have also shown blue, the concen- 
tration is above the range of the test. The chloroform extract should 
then be diluted and the test repeated. If no color is secured with the 
original extract, a convenient amount should be evaporated to 
dryness in an evaporating dish on a water-bath and the residue 
dissolved with chloroform. The test is repeated with this concen- 
trated solution, 


or if only slight medullary stimulation is evident, 
the patient is.a candidate for more specific therapy. 

In a patient suspected of acute barbiturate in- 
toxication, lavage may be a diagnostic or even a 
therapeutic procedure if appreciable amounts of 
barbiturates are still present in the upper gastro- 
intestinal tract. This procedure is not advised when 
several hours have elapsed since ingestion of the 
drug, because barbiturates are absorbed rapidly and 


completely. In any case, lavage in a comatose pa- 


Figure 1. Equipment for the detection of barbiturates. Reagents: 
0.2 per cent cobaltous acetate dissolved in absolute methyl alco- 
hol; 0.2 per cent lithium hydroxide dissolved in absolute alcohol. 
Procedure: Acidulated urine, blood, or gastric contents are shaken 


for 5 minutes in a separatory funnel with 10 volumes of chloro- 
form, and filtered. Six cc. of the chloroform extract are divided 


in three equal parts A, B, and C. The cobaltous acetate reagent is 


added to each of the three test tubes: 0.05 cc. to A, 0.1 cc. to B, 


and 0.15 cc. to C. The tubes are shaken and the lithium hydrox- 
ide reagent is added to the tubes: 0.05 cc. to A, 0.1 cc. to B, and 
0.15 cc. to C. The tubes are shaken and the colors noted against a 


plain white background. The tubes should be observed for one 


minute before a final reading is made. 
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tient should be done most carefully to avoid aspir- 
ation pneumonia. 

Table 2 represents a guide which may be useful 
in following the course of barbiturate poisoning and 
to inform the physician to what extent the patient 
is responding to symptomatic or specific analeptic 
therapy. 


Symptomatic Therapy 


The symptomatic therapy employed in the treat- 
ment of barbiturate coma is essentially the same as 
that used in coma due to other causes, the aim 
being to maintain vital functions, such as respir- 
ation, circulation, and excretion, at their optimal 
state until the barbiturate is excreted or metabol- 
ized. 

Resfiration. The maintenance of a patent airway 
by the insertion of an oral pharyngeal tube, suc- 


Table 2. Illustrative chart for determining the course of acute barbiturate poisoning. 


tioning at frequent intervals when necessary, and 
frequent turning of the patent are all extremely im- 
portant. Bronchoscopic suctioning should be re- 
sorted to if atelectasis becomes manifest. Routine 
administration of oxygen is indicated in all but the 
most severely depressed cases of barbiturate coma. 
In very deep coma, the respiratory centers may not 
be responsive to COs, and respiration is maintained 
by hypoxic stimuli arising from chemoreceptors 
located in the aortic arch and carotid bodies. 
Oxygen administration in such cases will remove 
the cause of the reflex stimulation of the respiratory 
center, and breathing may cease. Hypoxia should be 
guarded against, since it will synergize with the 
depressant effects of the barbiturates. In this con- 
nection, it may be mentioned that cyanosis and 
dilatation of the pupil in barbiturate poisoning are 
indicative of very severe poisoning. 


resp. response medication 
rote to size pulm. response to (symptomatic 
heart| & state of Noxious reflex of find- |cyano- Metrazol and/or 
time temp. bl. pr. rate | depth conse. stimuli activity pupils| ings sis 5 cc. 10% specific) 
9:00 a.m. | 97.0 90/ 60 | 90 | 10 S| comatose | Abadie’s 0 eS «© OQ | normal | none | sl. respiratory | picrotoxin 
Libman's stimulation (intravenous- 
DT O ly) total 
amount in 
9:00 p.m. | 98.0 100/ 80 | 85 | 14N)| semi- libman’s + + O | normal | none | groaning and teem 
comatose | Abadie’s + |P + purposeless 400 mg 
DT + motor activity ‘ 
9:00 a.m. | 98.6 120/ 80 | 80 | 18N| conscious | Libman’s ++ | C +++ | O |normal| none | not tested 
Abadie’s ++ 


The signs listed as well as therapeutic procedures carried out should be recorded at least every 30 minutes. 
D=deep 

=Response elicited by pressure over tip of mastoid process. 

= Response elicited by squeezing Achilles tendon. 

DT =deep tendon reflexes 

=Miosis in barbiturate coma indicates surgical anesthesia, mydriasis, severe hypoxic complications. 
=Rales and atelectasis should be looked for. 


Respiration =$=shallow 
Libman’s sign 

Abadie’s sign 
Reflex activity 
Size of pupils 


Pulmonary findings 


N =normal 


=C=corneal P=pharyngeal 


Response to Metrazol =In order to ascertain the degree of central nervous system depression, regardless of treatment, the response to an 
orientation dose of Metrazol (except when treatment consists of continued Metrazol administration) should be 


ascertained every hour. 
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OUTPUT 


Figure 2. The excretion of barbiturates is as- 
sured by an adequate fluid intake and output. 


Circulation. Ordinarily the heart is not depressed 
by even very large amounts of barbiturates. On the 
contrary, some and maybe all barbiturates are vagal 
depressants and thus cause a slight tachycardia. 
The arteriolar musculature is not appreciably af- 
fected when even large amounts of barbiturates are 
ingested. Hypodynamicity of the heart and lowering 
of the blood pressure are, therefore, not common in 
the usual case of barbiturate poisoning. When the 
blood pressure does fall, it is usually due to the de- 
pression of the vasoconstrictor centers. In such 
cases, blood transfusions, plasma administration, 
the injection of long-acting sympathomimetic 
amines have been recommended; the last measure is 
probably more justified since there is no proven dis- 
parity between circulatory volume and capacity in 
barbiturate poisoning. 

Excretion. Every comatose patient, including 
those acutely poisoned by barbiturates, should be 
catheterized so that one can determine the adequacy 
of urine flow and also prevent bladder distention 
and decubitus ulcers. Maintenance of an adequate 
urinary output is important not only because some 
barbiturates are excreted by the kidney but also 
because barbiturates in toxic amounts are anti- 
diuretics and tend to diminish the formation of 
urine. Parenteral fluid administration is usually in- 
dicated in amounts of three to four liters of 5 per 


cent glucose in saline daily, in the absence of car- 
diac or renal insufficiency. The ketonuria occasion- 
ally observed is a starvation ketosis and is easily cor- 
rected by glucose administration (Figure 2). 

Temperature. In uncomplicated barbiturate in- 
toxication, hypothermia is the rule. Hyperpyrexia, 
however, is often encountered. This hyperpyrexia 
may be due to an unexplained disturbance of the 
thermoregulatory center precipitated by the barbi- 
turates, or to infection. Pulmonary infections are 
frequently encountered and are often the cause of 
death. Therefore, good symptomatic therapy should 
include the prophylactic administration of penicil- 
lin. If fever continues despite penicillin administra- 
tion, the newer broad-spectrum antibiotics should 
be resorted to. 


Specific Therapy 


There is no known drug that increases either the 
metabolic destruction of the barbiturates or their 
elimination. Therefore, the specific therapy as it 
exists at the present time must have either of two 
objectives in mind: (1) the employment of physio- 
logic antagonists, z.e., stimulants of the central 
nervous system (conversely, barbiturates can count- 
eract the toxic effects of such convulsants as strych- 
nine or tetanus toxin); (2) measures (not drugs) 
that increase the rate of removal of barbiturates from 
the body as a whole. 

Stimulants. Cortical stimulants such as caffeine, 
Coramine, or sympathomimetic amines of the 
ephedrine-amphetamine type may counteract the 
depression or sleep resulting from therapeutic 
doses of barbiturates; however, cortical depression 
is not a serious factor in barbiturate poisoning, and 
the above drugs are not suited to counteract the 
over-all segmental depression of the central nervous 
system which large doses of barbiturates may pro- 
duce. The only two drugs, in our experience and 
according to a careful survey of pertinent literature, 
that can militate against the above-mentioned over- 
all segmental depression of the central nervous sys- 
tem are Metrazol and picrotoxin. These drugs are 
cortical stimulants as well as over-all central nervous 
system excitants. In addition, they are effective 
stimulants of the vital centers located in the spinal 
bulb (Figure 3). Metrazol and picrotoxin have two 
different effects on patients with acute barbiturate 
poisoning: (1) If the patient is not too severely in- 
toxicated, he can be aroused by moderate doses of 
Metrazol or picrotoxin; this we term “the awakening 
effect.” (2) On the other hand, for those patients 
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who do not respond with an awakening effect, con- 
tinued administration of either Metrazol or picro- 
toxin may produce a life-saving effect without im- 
mediate or short-time awakening. In fact, in some 
patients, treatment with Metrazol or picrotoxin 
must be continued for several days before reflexes 
are restored and consciousness eventually returns. 

Metrazol, in addition to being a diagnostic agent, 
can be used therapeutically in doses of 500 mg. 
every fifteen to twenty minutes until the return of 
reflexes or consciousness. Picrotoxin differs from 
Metrazol in that it has a latent period of ten to fif- 
teen minutes before its analeptic action becomes 
evident. It is recommended that it should be used 
preferably in poisoning with long-acting barbitu- 
rates, such as barbital or phenobarbital, or when mas- 
sive doses of intermediate-acting barbiturates have 
been ingested. In such cases, one should begin with 
25 mg. of picrotoxin, wait from twenty to thirty 
minutes, and continue the medication with 15 mg. 
of picrotoxin every twenty minutes until either 
optimal therapeutic effects or early toxic symptoms 
are observed. The optimal therapeutic results are, 
of course, return of reflexes and consciousness. The 
early toxic symptoms are facial twitchings or con- 
vulsions. Even when these are observed, the medica- 
tion must on no account be discontinued, but only 
the dose and frequency of administration must be 
decreased. 

Metrazol and picrotoxin, when used in combating 
barbiturate poisoning, must always be administered 
intravenously either by constant drip or intermit- 
tent injection, because otherwise the rate of absorp- 
tion is incalculable, and one may obtain insufficient 
therapeutic effects or effects of overdosage. 

There are some who feel that barbiturate poison- 
ing should be treated exactly as overdosage of vola- 
tile anesthetics, such as ether or cyclopropane, i.e., 
purely symptomatically. Such pharmacotherapeutic 
nihilism, with respect to fixed anesthetics such as 
barbiturates, is unwarranted, because the volatile 
anesthetics are rapidly excreted through the lungs 
while the fixed anesthetics have their own slow rate 
of elimination. 

Stimulation of the central nervous system in acute 
barbiturate poisoning can be accomplished not only 
by drugs but also by unidirectional diencephalic 
electric stimulation. The experimental and clinical 
results of this procedure cannot as yet be critically 
assessed, but it is doubtful that electroshock will be 
as efficacious as continued chemical stimulation of 
the central nervous system. Incidentally, Metrazol 
and picrotoxin are more readily available for the 
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Figure 3. Metrazol and picrotoxin stimulate 
all portions of the central nervous system. 


practitioner than the specialized apparatus required 
for diencephalic stimulation. 

Other Methods. It must be frankly admitted that 
physiologic antagonism between stimulants and de- 
pressants is limited. Therefore, there must be toxic 
amounts of barbiturates against which no analeptic 
or electroshock therapy can avail. While admitting 
the great usefulness of analeptics in the treatment of 
the majority of cases with acute barbiturate poison- 
ing, we should not consider these drugs as the final 
answer in treatment. Further research may disclose 
other methods. 

A procedure developed recently may indicate a 
new line of attack. In still unpublished work, it has 
been shown that dogs receiving 500 mg. of sodium 
barbital per kg. of body weight (a dose well over the 
absolute fatal dose) were saved when subjected to a 
six-hour run in the artificial kidney. Within this 
period, about one-half the amount of the barbiturate 
injected intravenously was dialyzed out of the body 
through the cellophane membranes and recovered 
from the bath fluid. Similar results have been ob- 
tained in patients. This procedure has great thera- 
peutic possibilities, particularly if it should be com- 
bined with either of the central analeptics, picro- 
toxin or Metrazol. At present, however, the relative 
unavailability of the artificial kidney will limit the 
application of this promising method. 
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Barbiturates Plus Alcohol 


Many patients are admitted in coma asa result of 
the ingestion of both alcoholic beverages and barbit- 
urates. Alcohol and barbiturates, as has been 
shown, are additive poisons, both being aliphatic 
(straight-chained) depressants of the central ner- 
vous system. The central analeptics, picrotoxin and 
Metrazol in particular, are effective against all 
aliphatic depressants of the central nervous system 
and also against one group of nonaliphatic depres- 
sants—bromides. They are definitely not effective 
against opiates or synthetic opiate substitutes. 
Therefore, in the treatment of acute poisoning due 
to the combined ingestion of barbiturates and alco- 
hol, the central analeptics are definitely indicated, 
and the indications for their use are the same as 
outlined for uncomplicated barbiturate poisoning. 

It has been emphasized that all cases of acute 
barbiturate intoxication are not the results of sui- 


GERIATRIC MEDICINE NO SPECIALTY 


It is interesting that Dr. Edward J. Steiglitz, one of the leaders in this field and who has 
published with collaborators by far the best book on this subject, writes that “‘Geriatric medi- 
cine is not a specialty” and he hopes it will not become one. Note that he avoids the use of 
the word geriatrics as a noun, using it as an adjective in the title of his book, Geriatric Medi- 
cine. This is an important difference in emphasis. 

To me also, it seems that the care of the aged belongs to the physician and to the specialists 
in every branch of medicine. I suspect that as we learn more about the healthy and diseased 
aged, the present trend toward making geriatrics a specialty will come to an end.—O. H. 
Perry Pepper, Am. J. M. Sc., 223:589, 1952. 


cidal attempts but may be due toa so-called “‘autom- 
atism;” 2.¢., the patient takes a dose of barbiturates 
(or alcohol) which results in mental confusion, and 
then he takes additional doses of barbiturates with- 
out realizing what he is doing. A habitual user of 
barbiturates may not have to take barbiturates at 
all, but only intoxicating amounts of alcohol which 
by itself could conceivably set off this automatic 
reaction. 

In conclusion, it should be emphasized that bar- 
biturate intoxication, whatever its etiology, is an 
expression of a primary personality disturbance. 
Therefore, the awakening of the patient from the 
barbiturate coma does not solve his basic difficulties. 
Symptomatic or specific therapy or both should be 
followed with good psychiatric care. Special facilities 
for such care may not always be immediately avail- 
able to the patient, and in many instances the prac- 
titioner will have to take over the responsibilities for 
providing this care for his patients. 
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Cips from Other Journals 


Fatal Pulmonary Embolism 


In a study of 130 autopsy-proven cases of fatal pul- 
monary embolism at the Boston City Hospital, Byrne 
and O’Neil found that cardiac and postoperative 
states led the list of predisposing diseases. A sur- 
prising disclosure was that hemiplegia was the third 
most common predisposing cause (See accompanying 
diagram). In every case the paralyzed extremity was 
the source of the embolus. 

In general, the leg veins were the usual sites (91 
per cent) for fatal emboli; and in most of these 
cases there were positive leg signs of thrombophlebi- 
tis. In spite of this high incidence of leg signs, only 
eleven patients were treated by vein interruption or 
anticoagulant drugs. From this, the authors con- 
cluded: “There is still a great need to emphasize 
that prompt recognition of the phlebitic state with 
immediate treatment of it will prevent many a need- 
less death from pulmonary embolus” (Am. J. Surg., 
83:47, 1952). 


Anticoagulants for Myocardial Infarction 


In an enlargement upon their previous studies, 
Russek and his co-workers seem to have substan- 
tiated their claim that Dicumarol is not indicated 
in all cases of myocardial infarction. Patients were 
classified in two groups, as “good risk” and “poor 
risk.” The criteria for poor risk-were: “(1) Pre- 
vious myocardial infarction, (2) intractable pain, 
(3) extreme degree or persistence of shock, (4) 
significant enlargement of the heart, (5) gallop 
rhythm, (6) congestive heart failure, (7) auricular 
fibrillation or flutter, ventricular tachycardia, or 
intraventricular block, (8) diabetic acidosis, marked 
obesity, previous pulmonary embolism, varicosities 
in the lower extremities, thrombophlebitis (past or 
present), or other states predisposing to throm- 
bosis.” 

There were 1,047 patients who were treated 
without anticoagulants. Of this group, 489 were 
classified as “‘good risk” because none of the above 
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Predisposing causes in 130 cases of fatal pulmonary embolism. 


criteria were recorded. Thromboembolism occurred 
in only four of these patients (0.8 per cent), and 
there were only fifteen deaths in all (3.1 per cent). 
In contrast, the incidence of thromboembolism in 
‘poor risk” patients was 10.6 per cent, and the 
mortality rate, 60 per cent. 

The authors concluded that administration of 
Dicumarol “should be reserved for the more serious 
cases of acute myocardial infarction in which the 
frequency of thromboembolism justifies the risk 
entailed in its use” (Circulation, 5:709, 1952). 


Wound Healing and the Steroids 


Reports by many authors have tended to indicate 
delayed or faulty wound healing during the admin- 
istration of ACTH and cortisone, and to discourage 
surgery in patients undergoing treatment with 
these steroids. Ina series of well-controlled experi- 
ments in rats, however, Taylor and his co-workers 
have been unable to confirm these findings. 

Rats fed on routine diets were divided into four 
groups, one group was injected parenterally with 
saline solution, one with desoxycorticosterone ace- 
tate (5 mg. per day), one with cortisone (5 mg. per 
day), and one with estradiol (0.25 mg. per day). 


After administration of these drugs for seven days, 
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incisions one inch long were made on each side of 
the chest and abdomen and carefully sutured with 
fine silk sutures. Using a tensiometer, the tension 
required to separate the incisions from the second 
to the sixth postoperative day was determined. 

Although the average force required in cortisone- 
treated animals was slightly less than in those 
treated with other drugs, some cortisone-treated 
animals showed wounds which resisted high de- 
grees of pressure. Histologic sections of wounds in 
the cortisone and estradiol groups sometimes 
showed less fibroplasia, but there was much over- 
lapping of results. The authors concluded that the 
retardation of fibroplasia in patients receiving cor- 
tisone might best be explained on the basis of a pro- 
found systemic effect of the drug rather than on a 
specific fibroblastic depressant action (Surgery, 31: 
683, 1952). 


Compound Wounds of the Hand 


THE time from injury to operation has long been 
recognized as the deciding factor for or against pri- 
mary closure of compound wounds. In a review of a 
large number of cases of compound injuries of the 
hand treated at the Boston City Hospital, Flynn has 
demonstrated that since the advent of antibiotics the 
duration of this interval can safely be prolonged 
somewhat. 

Emphasis was placed upon thorough preparation 
of the wound before operation. Under brachial- 
block anesthesia in most cases, the extremity was 
scrubbed thoroughly with a pHisoderm solution 
containing G-11 from elbow to finger tips, protect- 
ing the wound with gauze during the preparation. 
The laceration itself was irrigated with from two to 
twenty liters of normal] saline. The skin was pre- 
pared with aqueous Zephiran, colored antiseptic so- 
lutions never being employed. Antibiotics were ad- 
ministered postoperatively in all cases. 

Primary closure of clean, incised wounds was car- 
ried out up to twenty-four hours after injury if 
there was no evidence of inflammation; primary su- 
turing of tendons was performed up to twenty-four 
hours if the sheath was intact, and up to twelve 
hours if the sheath was lacerated. Incised dirty 
wounds were closed up to twelve hours after injury 
if débridement was complete, and in these wounds 
primary tendon sutures were carried out up to six 
hours. Primary suturing of dirty avulsed wounds 
was performed up to twelve hours after injury if 
débridement was complete, and sharply lacerated 
tendons in such wounds up to six hours. Avulsed 


tendons were never repaired primarily. Of 484 
wounds, sepsis developed postoperatively in only 
two cases. In both of these instances an abscess 
about a silk suture was discovered three weeks after 
operation. No gross sepsis was encountered (Ann. 


Surg., 135: 500, 1952). 


Prevention of Thromboembolism 


DurRING recent years, great emphasis has been 
placed upon methods for the prevention and treat- 
ment of thromboembolism. In spite of these efforts, 
however, the disease is not only still with us, but 
appears to be increasing. Methods of prevention and 
treatment by the use of Dicumarol and heparin, or 
by the ligation of affected veins, have been em- 
ployed. Although often effective, they have many 
disadvantages, such as the need for complicated 
laboratory controls, the inconvenience, the expense, 
and the danger of hemorrhage. 

Trimble and Lynn have studied the effect of pre- 
operative bandaging of the lower extremities in sus- 
ceptible individuals. In a series of 392 patients re- 
garded as highly susceptible to thrombosis because 
of advanced age, obesity, heart disease, carcinoma, 
or antecedent thromboembolism, both lower legs 
were bandaged preoperatively. Elastic bandages 
three to four inches in width were applied from the 
ball of the foot to the knee each day, before and 
after surgery. In this group, only three patients 
showed clinical evidence of deep venous thrombosis, 
and only one developed a nonfatal pulmonary em- 
bolus. This operative incidence of 0.63 per cent 
compared favorably with that in a similar group of 
patients regarded as not susceptible to thrombo- 
embolism, and who were not treated by preopera- 
tive bandaging. The authors felt that this indicated 
a definite lowering of the expected incidence of 
thrombosis in these susceptible individuals, and 
recommended the use of leg bandaging as a safe, in- 
expensive, widely applicable procedure (Ann. Surg., 
135: 681, 1952). 


Lipotropic Agents for Liver Disease 


Tuer has been a good deal of speculation about the 
value of lipotropic substances in therapy of liver 
disease. Most authorities have stated that they have 
no value unless the liver is heavily infiltrated with 
fat. This idea has now been confirmed by studies of 
Cayer and Cornatzer. 

These investigators reasoned that phospholipid 
turnover in the liver is probably reflected by the 
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amounts of newly formed phospholipids in the 
plasma—a change which can be evaluated by use of 
radioactive phosphorus. When choline or methio- 
nine was given to normal persons, to patients with 
hepatitis, or to patients having cirrhosis without 
fatty infiltration, there was no increase in phospho- 
lipid turnover. In patients having cirrhosis with 
fatty infiltration, a significant increase in phospho- 
lipid turnover was usually demonstrable after a sin- 
gle large dose of choline or methionine. The same 
lipotropic effect was achieved more slowly without 
these drugs in patients who ate an adequate diet. 
The authors concluded: ‘Choline or methionine 
is indicated only at the beginning of treatment in 
patients with fatty infiltration of the liver who are 
acutely ill and cannot eat” (Gastroenterology, 20: 
385, 1952). 


Water Intoxication in Surgical Patients 


Many factors encourage the surgeon to limit sodium 
chloride intake in postoperative patients. However, 
Zimmermann and Wangensteen have demonstrated 
that the administration of large amounts of 5 per 
cent glucose without the addition of electrolytes can 
cause water intoxication of such degree that con- 
vulsions result. In a study of seventeen patients 
who had postoperative convulsions at the University 
of Minnesota Hospital, they demonstrated that the 
evidences of intoxication came on in a period be- 
tween twelve and forty-eight hours postopera- 
tively, and that most of them occurred in the first 
thirty-six hours. In all instances, there was a 
definite depletion of the chloride level, and the 
serum sodium values were also low. In some in- 
stances the serum chloride was as low as 74 mEq./L. 
(normal 100 mEgq./L.). In all instances, 5 per cent 
glucose without sodium chloride had been ad- 
ministered, the amounts varying during the first 
twenty-four hours between 2,500 and 4,200 cc. 
During this period the urine output was usually 
low. 

Convulsions usually began suddenly in ap- 
parently alert patients, and they were followed by 
periods of coma varying from a few hours to several 
days. There were three deaths in the series. The 
authors believed that the cause of the disorder was 
intracellular edema, caused by dilution of extracel- 
lular fluids and lack of sodium chloride. They felt 
that this phenomenon could be prevented by the 
administration of a sufficient amount of salt. 

Therapy was carried out by giving 2 per cent 
sodium chloride solution, beginning with 18 to 27 
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Gm. Salt-free glucose was not given until the sodi- 
um had risen to a reasonable level and adequate 
diuresis had been established. When sufficient 
saline had been given, diuresis usually occurred. 
On this regimen of therapy, most patients re- 
covered fairly rapidly, except those in whom ir- 
reversible changes had already taken place (Ann. 
Surg., 31:654. 1952). 


The Chemistry of Atherosclerosis 


Ir 1s now being taught that atherosclerosis in some 
measure is a result of an inborn error of lipid metab- 
olism. The disease has been correlated with the 
presence of an excess of certain classes of lipopro- 
teins. Variations in the fat content of the diet influ- 
ence the amounts of these lipoproteins and, there- 
fore, may possibly have some influence on the devel- 
opment of atherosclerosis. 

Another chemical approach to the study of lipid 
metabolism has recently been reported by Anfinsen 
and associates. Their experiments indicate that, in 
the presence of heparin, an unidentified tissue cata- 
lyst (‘clearing factor”) is formed in plasma. This 
“clearing factor” has the property of reorienting the 
blood lipoproteins; it reduces the quantity of those 
that have been correlated with atherosclerosis. This 
work may bring us a step nearer an understanding 
of the “inborn error of lipid metabolism” (Science, 
115:583, 1952). 


Transverse Presentation 


Over A ten-year period, Gareis and Ritzenthaler 
collected sixty-two cases of transverse presentation 
in the clinics of two large Baltimore hospitals. This 
was an incidence of one case in 322 deliveries. The 
condition was diagnosed as transverse presentation 
whenever there was a shoulder presentation. 
Factors which were found to contribute to the 
occurrence of transverse presentation were multi- 
parity, premature rupture of the membranes, pre- 
mature labor, bicornuate uterus, contracted pelvis, 
lumbar scoliosis, polydramnios, low implantation of 
the placenta, and placenta previa. Rupture of the 
uterus was found to be the most immediate danger 
of transverse presentation, but hemorrhagic compli- 
cations of other types were very common (29 per 
cent of the cases). Puerperal infection, which used 
to be an important complication of this condition, 
has largely disappeared because of the use of anti- 
infective agents. Prolapse of a fetal part or of the 
cord was common (46.3 per cent), and fetal mortal- 
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ity was found to increase in direct proportion to the 
duration of labor. 

In the management of transverse presentation 
the authors recommend an attempt at external 
version, even though the patient is in active 
labor. They imply that this usually will be un- 
successful. If so, and if the fetus is living, they be- 
lieve that Cesarean section gives greatest fetal salv- 
age, and is safer for the mother in most cases than 
internal version. When the fetus is known to be 
dead, delivery is accomplished from below after de- 
capitation of the fetus (Am. J. Obst. & Gynec., 63: 
583, 1952). 


lon Exchange Resins 


Meruops of manufacturing and using exchange res- 
ins for treatment of edema have steadily improved. 
Martz, Kohlstaedt, and Helmer advocate a mixture 
containing 12 per cent anion resin, 29 per cent po- 
tassium resin, and 59 per cent hydrogen resin. This 
mixture seems to be superior in certain ways to some 
other cation exchange resins. 

In the first place, the authors report that a cation 
exchange resin in the hydrogen cycle is more palat- 
able than one in the ammonium cycle. Second, the 
presence of this amount of potassium prevents the 
development of hypopotassemia. Third, the addi- 
tion of anion-exchange material to the mixture has 
two good effects: it diminishes the tendency for 
acidosis to appear, and it enhances the uptake of 
sodium by the cation exchanger. 

In these studies, dosage for the anion-cation ex- 
change mixture was 30 to 60 Gm. a day, given in 
three to six equal parts (Circulation, 5: 524, 1952). 


Threatened Abortion 


For years, therapy in cases of threatened abortion 
has depended mainly upon bedrest and sedation. 
More recently, various vitamins and hormone prod- 
ucts have been tried, with or without good theoreti- 
cal indication. A popular hormone treatment has 
consisted of administration of rather large doses of 
diethy|stilbestrol. 

In a carefully controlled study, Robinson and 
Shettles reappraised the value of diethylstilbestrol 
for quelling the threat of abortion in fifty-one pa- 
tients. They found that it had no effect on preg- 
nancy salvage rate. They concluded, “On account 
of the multiplicity of the causes leading to threatened 
abortion, it is hardly conceivable that one substance 
could serve as a panacea” (Am. J. Obst. & Gynec., 
63:1330, 1952). 


Trends in Cesarean Section 


AN ANALYSIS of 523 cases gave Williams and Hollen- 
beck an opportunity to assay the influence of recent 
trends in Cesarean section on maternal and fetal 
mortality. They endorsed the increasing popularity 
of opening the uterus at its lower segment, because 
this technique has proved to be safest for the mother. 
They found that, as surgeons became practiced with 
this technique, they could complete a section almost 
as fast as with the classical method. 

Conduction anesthesia, especially local anesthe- 
sia, was best for insurance of fetal survival. Since pre- 
maturity was one of the main causes for neonatal 
deaths, the authors urged “careful, accurate deter- 
mination of fetal maturity before section . . . when 
the time of operation can be elected.” X-ray studies 
of the fetus were valuable for confirming clinical esti- 
mates of maturity (Am. J. Obst. ¢ Gynec., 63:1254, 
1952). 


Ballistocardiography 


A BALLISTOCARDIOGRAM is a record of the motion im- 
parted to the body by ejection of blood from the 
heart. Various methods are used for obtaining rec- 
ords, but they all give records of similar form. In 
the past two years several reviews of the subject of 
ballistocardiography have been published. A recent 
one, by Frankel and Rothermich, led to conclusions 
quite similar to those of previous reviewers. Ballisto- 
cardiography has little or no practical application at 
present. In the few conditions in which the form of 
the ballistocardiogram is in itself diagnostic, clinical 
diagnosis can readily be made by other simpler 
methods, and ballistocardiograms are superfluous. 

It is possible that further experience will demon- 
strate that ballistocardiography has a place in detec- 
tion of occult coronary artery disease (Ann. Int. 
Med., 36:1385, 1952). 


Prolonged Second Stage of Labor 


From a study of 13,377 deliveries at the Johns Hop- 
kins Hospital, Hellman and Prystowsky found that 
the median duration of second stage of labor was a 
little less than twenty minutes in multiparas, and a 
little less than fifty minutes in primiparas. A ten- 
dency to prolongation of the second stage resulted 
from posterior positions of the fetal head (especially 
when persistent), prolonged first stage (up to twenty 
hours but not beyond), and borderline contractions 
of the pelvis (primiparas only). 

Untoward effects of prolonged second stage in- 
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cluded (1) increased incidence of post-partum hem- 
orrhage, (2) greater likelihood of puerperal fever, 
and (3) greater fetal mortality when second stage 
exceeded two and one-half hours (Am. J. Obst. e 
Gynec., 63 :1223, 1952). 


Prediction of Delivery Date 


Liston studied the accuracy of predictions of de- 
livery dates in 1,300 consecutive deliveries at the 
Palo Alto Hospital. The predicted date was 280 
days after the first day of the last menstrual period. 
Delivery on the predicted date occurred in only 
thirty-two cases. Otherwise the author confirmed his 
clinical impression that delivery is twice as likely to 
be late as early (California Med., 76:395, 1952). 


Vitamin A Intoxication 


To DATE, twenty-two cases of vitamin A intoxication 
have been recorded in the literature. The latest was 
reported by Reyersbach, Hanelin, and Joplin. That 
was a 3-year-old girl who had for one year been 
given a daily dose of one teaspoonful of oleum per- 
comorphum. The child was irritable and anorexic. 
She had painful extremities, apparently because of 
areas of periosteal reaction. This showed up in x- 
ray films as hyperostosis of many bones. There was 
a generalized erythematous rash, the hair was 
thinned, and the lips were cracked and bleeding. 
The vitamin A blood level was very high. Within 
two months after administration of oleum percomor- 
phum was stopped, the child was well along toward 
recovery (New England J. Med., 246:978, 1952). 


Eclampsia in a Municipal Hospital 


ALTHOUGH great progress has been made during the 
past two decades in the treatment of most of the 
complications of pregnancy there has been little 
improvement in the treatment of eclampsia. In a 
group of twenty-seven patients hospitalized in the 
Fordham Hospital over a ten-year period because of 
eclampsia, there were two maternal deaths. Sixteen 
of the patients were primiparas and eleven multi- 
paras. Ante-partum eclampsia was much more com- 
mon among primiparas, and post-partum eclampsia 
in multiparas. The fetal mortality rate in ante-par- 
tum eclampsia was 70 per cent, and in post-partum 
eclampsia only 14 per cent. 

When convulsions recurred frequently there was 
a tendency to give a variety of different drugs for 
their control. It was stated that such irregular seda- 
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tion may tend to cause fetal anoxia and a higher fe- 
tal mortality rate. Good results were obtained with 
the use of 0.3 per cent Pentothal drip in 10 per cent 
aqueous dextrose solution. Rectal instillations of 3 
per cent Avertin were also useful, as was continuous 
spinal anesthesia. 

A lower fetal mortality occurred in those patients 
in whom the toxemia was brought under control 
promptly, and the patient was in condition to toler- 
ate induction of labor within approximately four 
days. One of the two maternal deaths occurred as 
the result of a pulmonary embolus following Cesar- 
ean section, and the other on the eighth post-par- 
tum day in a patient who failed to regain conscious- 
ness after ether anesthesia administered for uncon- 
trollable convulsions. 

The author did not recommend the use of mor- 
phine, barbiturates, glucose, and magnesium sul- 
phate for the control of convulsions, but felt that an 
increased fetal survival should result from the main- 
tenance of a constant nonfluctuating control of tox- 
emia and seizures, followed by an early delivery 


(Am. J. Obst. e& Gynec., 63: 1102, 1952). 


Conversion of Auricular Fibrillation 


Tue effect of exercise on ventricular rate was tested 
by Wetherbee, Brown, and Holzman in ten patients 
before and after auricular fibrillation was converted 
to sinus rhythm by means of quinidine. In all pa- 
tients, the peak ventricular rate was significantly 
greater during auricular fibrillation. This was true 
even in patients who had been given digitalis to the 
point of minor toxicity. The increase of ventricular 
rate was of such magnitude as to impair cardiac 
efficiency. 

The authors concluded that conversion of auricu- 
lar fibrillation to sinus rhythm was desirable because 
of the reduced response of ventricular rate to exer- 
cise after sinus rhythm was restored (Am. J. M. Sc., 
223 :667, 1952). 


Ablation of Cerebral Cortex 


In THE treatment of cases of severe infantile hemi- 
plegia due to brain injury, the radical operation of 
hemispherectomy has occasionally been performed 
with encouraging results. It has been claimed that: 
(1) cerebral seizures stopped, (2) the mental state 
improved, and (3) motor function was facilitated 
because of lessening of spasticity in paretic ex- 
tremities. 

Since hemispherectomy must remove not only 
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the abnormal areas of the cortex, but also a con- 
siderable amount of normal tissue, Penfield has 
recommended in selected cases the removal of ab- 
normal areas of the cortex only, as determined by 
electroencephalography. The effects of this type 
of operation have been studied. 

First, in a group of fifty-nine cases of cortical ex- 
cision with an operative mortality of 1.2 per cent, 
55.8 per cent were relieved completely of focal 
epilepsy. 

Second, it was observed that removal of abnormal 
areas of the cortex often improved the behavior and 
intellectual capacity of the patients beyond what 
might have been expected from psychologic relief 
of the recurring seizures. It has been demonstrated 
chemically that damaged areas of the cortex con- 
tain an elevated cholinesterase content and have 
a decreased capacity to combine acetylcholine. 
Electroencephalograms suggest that this disturb- 
ance is associated with an increased spontaneous 
liberation of energy in the affected region. Such a 
“nociferous” area thus causes retardation in the 
development and function of uninjured portions of 
the brain. Its excision releases the normal areas of 
the cortex to carry on their function. - 

Third, spasticity is frequently diminished by ex- 
cision of damaged areas. The author concluded 
that although complete hemispherectomy is rarely 
advisable, subtotal hemispherectomy, with the re- 
moval of all nociferous cortex, can bring improve- 
ment to selected sufferers from cerebral palsy (J. 
Neurol., Neurosurg. & Psychiat., 15: 73, 1952). 


Neurotoxic Reactions to Chloramphenicol 


ANOTHER type of serious toxic reaction to chloram- 
phenicol has been reported by Wallenstein and 
Snyder. They administered the drug for five months 
to a young woman having severe ulcerative colitis. 
Although her colitis improved greatly, she developed 
bilateral optic neuritis and peripheral neuritis. 
These complications cleared promptly when chlor- 
amphenicol was discontinued. The authors were 
convinced that the drug was the neurotoxic agent 


(Ann. Int. Med., 36:1526, 1952). 


Infectious Mononucleosis 


As A part of their study of one hundred cases of in- 
fectious mononucleosis, Schultz and Hall recon- 
firmed that penicillin or aureomycin have no thera- 
peutic effect on the basic disease. Although prompt 
improvement was observed in half of the fifty-one 


patients who received one or the other of these 
drugs, a similar course was just as common in un- 
treated controls. Nevertheless the authors concluded 
that an antibiotic should be administered whenever 
there is severe pharyngitis or pneumonitis, to con- 
trol secondary bacterial infection (Ann. Int. Med., 
36:1498, 1952). 


Suppression of Lactation 


For suppression of lactation or for enabling a woman 
to begin lactating painlessly, Katzman has reported 
that an androgen-estrogen mixture was superior to 
either substance alone. For painless lactation, he 
gave 20:mg. of testosterone propionate and 1 mg. of 
estradiol benzoate in a single intramuscular injection 
during the first twenty-four hours post-partum. For 
suppression of lactation, he gave twice these amounts 
in a single injection. Points of superiority were 
greater efficiency and absence of the unpleasant side 
reactions that sometimes characterize therapy with 
an estrogen substance alone (Am. J. Obst. & Gynec., 
63:1338, 1952). 


Amebiasis: Diagnostic Difficulties 


DurinG 1950 a diagnosis of amebiasis was made in 
twenty-nine cases at the U.S. Marine Hospital, Mo- 
bile, Alabama. Dorset and Spriggs have reported the 
difficulties of diagnosis that attended five of these 
cases. 

In one case, the symptoms and signs were thought 
to be due to acute appendicitis. A correct diagnosis 
was not made until after laparotomy, report of a 
positive complement fixation test, and a positive re- 
sponse to amebicidal therapy. 

In a second case, a patient developed a fulminat- 
ing attack of amebic colitis, was thought to have 
acute appendicitis, underwent laparotomy, re- 
mained undiagnosed until post-mortem examination 
disclosed acute amebic colitis with intestinal perfo- 
ration and generalized peritonitis. 

A third patient had been treated for amebiasis but 
developed intestinal obstruction and had x-ray signs 
indistinguishable from cancer of the colon. A correct 
diagnosis was not made until after laparotomy and 
response to amebicidal therapy. 

In a fourth case, cirrhosis of the liver was sus- 
pected because of a history of alcoholism, jaundice, 
hepatomegaly, and ascites. A clue to the correct 
diagnosis of amebic hepatitis was obtained when a 
chest film showed doming of the right side of the 
diaphragm. The diagnosis was confirmed by the pa- 
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tient’s response to treatment and by a positive com- 
plement fixation test. 

In a fifth case, the chief signs were those of pneu- 
monia of the right lower lobe, but there were also 
prominent abdominal symptoms, including diar- 
rhea. Fortunately trophozoites were promptly dis- 
covered in a stool specimen, and response to ame- 
bicidal treatment was excellent (Ann. Int. Med., 36: 
1459, 1952). 


Rheumatic Fever in Infants 


THERE is an erroneous belief among some physicians 
that rheumatic fever is almost nonexistent in the first 
few years of life. Logue and Hurst point to this pre- 
conceived notion as one cause for difficulty of mak- 
ing the diagnosis. Other causes are overemphasis of 
rigid diagnostic criteria and a natural tendency to 
assume that murmurs heard during early life are due 
to congenital defects. 

These authors have recently had experience with 
twenty-six cases of rheumatic fever in children less 
than 5 years old. Typical joint involvement was 
comparatively uncommon. Leads to the diagnosis 
were sometimes suggested by a history of frequent 
upper respiratory infection, repeated attacks of 
“pneumonia,” brief episodes of unexplained high 
fever, aching joints, or rarely erythema marginatum 
or subcutaneous nodules. 

By far the most important diagnostic manifesta- 
tions were those of carditis or valvular heart disease. 
Significant apical systolic murmurs were heard in 
twenty-two cases. A low-pitched mid-diastolic rum- 
ble was heard at the apex in more than half of the 
cases, and the incidence of cardiac enlargement was 
about the same. Heart failure was present in eleven 
patients. Less than one-fourth of the children had a 
murmur of aortic regurgitation. The electrocardio- 
gram was of little diagnostic help. 

The authors noted that recognition of rheumatic 
myocarditis is important for two reasons: (1) accu- 
racy of diagnosis and prognosis, and (2) insurance 
of opportunity for early administration of cortisone 
or ACTH (Am. J. M. Sc., 223:648, 1952). 


Von Recklinghausen’s Disease 


ALTHOUGH cutaneous neurofibromatosis has been 
regarded commonly as a relatively innocuous dis- 
ease, Preston and his associates have found sarco- 
matous degeneration in ten of sixty-one of these pa- 
tients. Such sarcomatous changes almost always oc- 
curred in deep rather than superficial lesions, and 
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all except one of the ten patients are either dead or 
in the terminal stages of malignancy. In addition to 
this rather high incidence of malignant degenera- 
tion, two patients in this series died of neurofibroma 
of the brain. 

Somewhat more common in males than in fe- 
males, the disease has approximately the same inci- 
dence in Negroes as in white patients. Inheritance 
can be demonstrated in about 20 per cent of cases. 
Café-au-lait spots are frequently present. The dis- 
ease usually progresses during the life span of an 
individual, but may remain stationary for long pe- 
riods. Growth of lesions is accelerated during pu- 
berty and during pregnancy. Osseous lesions, such 
as scoliosis, subperiosteal cysts, localized osteoporo- 
sis, and giantism of one bone, are common compli- 
cations. Congenital anomalies are often seen in these 
patients; and ocular lesions, such as detachment of 
the retina, are occasionally encountered. Mental 
disorders occurred in twelve of the sixty-one pa- 
tients, consisting in grand mal seizures, mental in- 
feriority, psychoses, or neuroses. 

The authors found no contraindication to exci- 
sion of troublesome lesions, or to any other type of 
surgery. They emphasized the importance of sar- 
comatous degeneration, and they demonstrated the 
tendencies of such sarcomas to recur locally after 
surgery, to metastasize by the blood stream late in 
the course of the disease, and to have poor progno- 
ses (Arch. Surg., 64:813, 1952). 


Albumin and Globulin Changes in Burns 


Ir Has been demonstrated by electrophoresis that 
changes in the level of gamma globulin in the blood 
may provide a valuable indication of the severity 
of thermal burns. Prendigast and his associates 
have determined the variations in albumin and 
globulin in a number of patients with varying de- 
grees of burns. These determinations, taken at 
various times during the first thirty days after in- 
jury, have shown a rapid fall in serum albumin and, 
following a short initial fall, a steady rise in serum 
globulin. Gamma globulin showed the greatest sin- 
gle increase and alpha globulin the next greatest 
increase. During the first fifteen to twenty days, the 
greatest decrease in albumin and increase in gamma 
and alpha globulins occurred. 

Determinations were also made of the total pro- 
tein, albumin, and globulin contents of blister fluid, 
which indicated that a large amount, particularly of 
albumin, is lost through this avenue. 

A comparison of serum values for seriously 
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burned and less seriously burned patients revealed 
that all the former exhibited a profound increase in 
gamma globulin concentration, while the latter 
showed but little increase in this component. Since 
it is generally accepted that the liver is the site of 
formation of both albumin and globulin and since 
large amounts of albumin are known to be lost in 
burns, it appeared to the authors that the rise in 
gamma globulin is due to increased liver activity in 
an endeavor to make up the albumin loss, with a 
concomitant rise in globulins. In one fatal case 
there was a tremendous rise in gamma globulin, 
and at autopsy the liver was found to be almost 
totally necrotic. It was suggested that better thera- 
peutic results might be secured if in addition to 
whole blood, burned patients were given serum 
albumin for replacement (Arch. Surg., 64: 733, 
1952). 


Interstitial Cystitis 


INTERSTITIAL cystitis (Hunner’s Ulcer) has tried 
the patience of practitioners, urologists, and patients 
alike since its first description in 1907. Although 
it is a very troublesome lesion, encouraging statis- 
tics have been given by Smith in a recent review of 
one hundred patients. It appears microscopically 
to be a bladder ulcer sometimes accompanied by 
infiltration of the entire wall of the viscus with 
smail round cells and leukocytes. There may also 
be extensive thickening and edema of the bladder 
wall. Because of this and because obstruction has 
been observed in the collecting lymphatics of the 
bladder, the best explanation of its etiology seems 
to be lymphatic obstruction by inflammatory condi- 
tions, tumors, or reactions to surgery. Initiating 
factors may be allergies, cystoceles, and possibly 
neurogenic disorders. 

Treatment of interstitial cystitis has been no- 
toriously ineffective. Various methods have in- 
cluded resection of the affected part of the bladder 
wall, partial cystectomy, transplantation of the 
ureters, cordotomy, presacral neurectomy, and 
transection of the lateral sympathetic chains. The 
author has found, however, that neurosurgical pro- 
cedures for the relief of pain are usually ineffective. 
He has suggested a method of treatment consisting 
of overdistention of the bladder under anesthesia, 
accompanied by fulguration of the ulcer. This is 
followed by frequent distention of the bladder with- 
out anesthesia. In certain cases in which there is 
considerable bleeding following dilatation, resec- 
tion of the area of fibrosis has been performed. 

The results of this type of treatment in forty- 


nine women have been: thirteen cured, fourteen 
improved but still under treatment, eighteen who 
stopped treatment voluntarily, and four in whom 
there was no evidence of improvement. In a group 
of fifteen men, three were much improved, three 
moderately improved, and two slightly improved. 
Seven did not follow treatment long enough for an 
adequate evaluation of results. The author believed 
that by persistent following of these patients, em- 
ploying the methods described, satisfactory results 
can be obtained in a large percentage of cases (J. 


Urol., 67: 903, 1952). 


Interauricular Septal Defect 


SMuLL and Lamb have studied the clinical, radio- 
graphic, and electrocardiographic findings in fifteen 
children with interauricular septal defect. They 
found no specific pattern or patterns that could be 
considered diagnostic for the defect. However, ac- 
curate diagnoses can be made with proper correla- 
tion of all findings, even though a physician does 
not have the highly specialized diagnostic proce- 
dures at his disposal. 

Under most circumstances this anomaly does not 
produce cyanosis, because the shunt is from left to 
right. Patients usually have a frail body build and 
show a precordial bulge. Cardiac enlargement is 
obvious in the majority of cases. A harsh systolic 
murmur and thrill are found in the second and 
third left intercostal spaces. 

There are four distinctive radiologic features: 
(1) enlargement of the right side of the heart, 
(2) a prominent pulmonary conus, (3) a small 
aortic knob, and (4) increased hilar shadows. This 
last finding is due to enlargement of the blood 
vessels at the hilum, a vascularity which gives the 
so-called “hilar-dance”’ seen by fluoroscopy. 

Electrocardiographic findings include increased 
amplitude and occasional notching of the P wave, 
indicative of auricular hypertrophy, and evidence 
of right ventricular hypertrophy. In addition, 
paroxysms of auricular tachycardia and auricular 
fibrillation are commonly associated with the anom- 


aly (Am. Heart J., 43: 481, 1952). 


Symptoms of Common Duct Stones 


Ir 1s commonly believed that jaundice in chronic 
cholecystitis indicates that stones are present in the 
common duct. This has been refuted in a recent 
article by Strohl and his associates. These authors, 
studying a group of 165 consecutive patients under- 
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going common duct explorations, found stones to be 
present in the ducts of 63 per cent. This represented 
an incidence of approximately 10 per cent of com- 
mon duct stones in a large series of operations for 
cholecystitis. Stones were found more commonly in 
the ducts of patients over 60 years of age. 

Although jaundice was present in 87 per cent of 
those patients in whom common duct stones were 
found, it was reported nearly as frequently in those 
in whom stones were not found on exploration. 
Nausea and vomiting were symptoms in 86 per cent 
of patients with common duct stones, and in only 
approximately 18 per cent of those without stones. 
Pain in the presence of choledocholithiasis was 
more severe, of longer duration, and usually cen- 
tered in the epigastrium. 

The authors concluded that a history of jaundice 
is not reliable evidence of the presence of common 
duct stones, but that epigastric pain and nausea and 
vomiting are suggestive and should be added to the 
commonly accepted indications for exploration of 


the common bile duct (Arch. Surg., 64:788, 1952). 


Recovery from Post-traumatic Coma 


Tue degree of eventual recovery following severe 
head injuries is difficult to predict. Campbell and 
Whitfield have presented an interesting series of 
718 consecutive acute head injuries treated at the 
Albany Hospital. 

Fourteen of these patients survived periods of 
unconsciousness exceeding fifteen days. In an ex- 
tensive follow-up of these severely injured patients, 
the authors found that two recovered apparently 
completely; a third was seemingly well ten months 
after injury, but could not be traced; five were con- 
sidered to have made limited recoveries and were 
capable of some gainful occupation ; four were phy- 
sically or mentally unsuitable for employment; and 
two died. Six of the twelve living patients have re- 
covered sufficiently to live normally with their fam- 
ilies. The authors found that children usually made 
better recoveries than adults. 

Five of the patients had convulsive seizures dur- 
ing the period of coma, and two of those who have 
been followed for more than one year continued to 
have convulsions after leaving the hospital. 

Seven of the fourteen patients with prolonged 
coma had bilateral extensor rigidity, but some of 
these were among the group of the three best re- 
coveries. 

The authors concluded that cerebral trauma suf- 
ficiently severe to produce prolonged unconscious- 
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ness of fifteen days or more does not necessarily 
result in crippling mental or physical defects, and 
they emphasized that bilateral extensor rigidity 
does not preclude survival (Ann. Surg., 135: 899, 
1952). 


Intestinal Obstruction 


Tue problem of acute intestinal obstruction in eld- 
erly patients has been analyzed by Cutler on the 
basis of 123 cases in patients more than 60 years 
old. The mortality rate for the group was quite 
high (57 per cent) and this was attributed to several 
factors. These factors were related more to the ob- 
struction itself, and its treatment, than to the age of 
the patient and the presence of co-existing dis- 
orders. Unfavorable influences included long dura- 
tion of obstruction, involvement of the small in- 
testine primarily, obstruction due to tumor, and 
obstruction due to volvulus. 

A point of special interest concerned use of the 
Miller-Abbott tube. Generally speaking, attempts at 
intestinal decompression with this tube only pro- 
longed the period of obstruction, because operation 
was delayed. Thus, the mortality among patients 
operated upon within twenty-four hours was 39 
per cent, as contrasted with 60 per cent in those 
treated by intubation over twenty-four hours. Cut- 
ler concluded that intubation of the stomach with 
Wangensteen suction was a necessary preoperative 
measure but that the Miller-Abbott tube had a great- 
er usefulness in the postoperative period. 

He stated finally: “In patients suffering from 
acute intestinal obstruction old age with its inci- 
dental ailments should not serve as a deterrent or as 
an encouragement to procrastination or palliative 
measures, but rather as a spur and incentive to the 
surgeon to undertake prompt and simple operative 
measures for relief” (Surg., Gynec. ¢> Obst., 94:481, 
1952). 


Perforated Peptic Ulcer 


Over a period of about fifteen years, Taylor and 
Egbert have been selecting an occasional patient for 
nonoperative treatment of perforated peptic ulcer. 
As a result of their experience with twenty-four 
such patients, they believe that the decision to re- 
frain from operating on a patient with a recently 
perforated ulcer depends upon definite evidence 
that the perforation has closed spontaneously. 

As a prelude to this decision, Wangensteen suc- 
tion and treatment for peritonitis are started. These 
measures are important whether or not the disease 
is to be treated surgically. Then if the physical signs 
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indicate that peritoneal irritation is limited to the 
upper quadrants, with no evidence of spreading, it 
may be assumed that the perforation has sealed 
spontaneously, and operation may be safely omitted. 
The authors emphasize that when there is the slight- 
est doubt about spontaneous closure, exploration 
should be included in the treatment. 

They mention other drawbacks to the nonopera- 
tive method. These include failure to be sure what 
has occurred inside the abdominal cavity, a higher 
incidence of subdiaphragmatic abscess, and a some- 
what longer period of hospitalization. They also 
comment on the fact that previous reports about the 
nonoperative treatment of perforated peptic ulcer 
have not taken into account a “hidden group” of 
patients who are not operated upon either because 
of wrong diagnosis or because they are moribund on 
admission to the hospital. When the safety of non- 
operative treatment is to be considered, inclusion 
of this “hidden group” of patients seems to magnify 
the risk of the method (Surg.; Gynec. ¢& Obst., 
94:464, 1952). 


Testicular Neoplasms 


PaTIENTs’ neglect and indifference are mainly re- 
sponsible for delays in definitive treatment of malig- 
nant tumors of the testes, according to Kimbrough. 
Seminomas have the best prognosis because they 
show low grades of malignancy, metastasize relative- 
ly late, and are radiosensitive. 

For any of the several types of neoplasms, the 
first step in treatment is orchiectomy and resection 
of lumbar lymphatics. From seven to ten days after 
operation, x-ray therapy is started, and the total 
dose depends upon the histologic type. Generally 
speaking, total doses are large, and irradiation sick- 
ness is therefore common (Surg., Gynec. ¢ Obst., 
94 :535, 1952). 


Antithrombin Values in Pancreatic Cancer 


Ear y in the course of jaundice due to pancreatic 
cancer, the plasma antithrombin value is consistent- 
ly quite high, according to Innerfield and Angrist. 


Since antithrombin titers are almost always normal | 


in cases of jaundice due to other types of obstruc- 
tion of the biliary tract, the test may have some diag- 
nostic value. 

The authors believe that antithrombin levels are 
elevated during the first few weeks of jaundice due 
to pancreatic carcinoma because of an attendant 
pancreatitis. After a few weeks, this pancreatitis 


heals, and antithrombin levels then are normal. 
Late in the course of jaundice (after four months), 
antithrombin values are quite low, presumably indi- 
cating replacement of pancreatic tissue by fibrosis 
and neoplasm. 

An interesting sidelight in this study was the fact 
that there seemed to be a correlation of the incidence 
of thromboembolism with lowering of antithrombin 
titer (Am. J. M. Sc., 223:422, 1952). 


Tubercle Bacilli in Gastric Washings 


Tuserc1e bacilli are lost from gastric washings it 
specimens are allowed to stand for twenty or more 
hours. When facilities are not available for immedi- 
ate examination of such specimens, techniques must 
be used to prevent loss of tubercle bacilli. Vandi- 
viere and his associates found that the collection of 
the gastric specimens with approximately 300 cc. 
of sterile distilled water and the addition of this 
lavage to the contents of two “pHydrion” capsules 
gave a simple dilution and neutralization procedure 
which is satisfactory for the preservation of tubercle 
bacilli specimens that must be mailed to a labora- 
tory. When the specimen is collected with 300 cc. 
of sterile distilled water and neutralized with crystal- 
line disodium phosphate, the results are only slight- 
ly inferior to the first method described. Simple neu- 
tralization of the gastric lavage specimen with disod- 
ium phosphate was less satisfactory than either of 
the above procedures. Dilution alone was the least 
satisfactory of the four methods studied (Am. Rev. 
Tuberc., 65:617, 1952). 


Rapid Thawing for Frostbite 


THERE is some controversy about whether frostbite 
should be treated by rapid thawing or by prolonged 
local cooling. Shumacker and Kunkler have re- 
studied the relative merits of these two methods of 
treatment in experimental animals. Their experi- 
ments indicated that rapid thawing is superior to 
slower thawing at normal room temperature, and 
that prolonged local cooling is actually deleterious 
(Surg., Gynec. e Obst., 94:475, 1952). 


Neurotoxicity of Dihydrostreptomycin 


ALLISON treated twenty patients over the age of 45 
with 1 Gm. of dihydrostreptomycin sulfate daily. 
These patients were observed for four months to 
one year after completing four months of treatment. 
No loss of vestibular function was observed, nor was 
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there any significant audiometric change within the 
range of hearing. There was no clinical deafness. 
The author feels it is not wise to use dihydrostrepto- 
mycin sulfate for periods exceeding four months. 
If 1 Gm. is used twice a week, it may be given with 
safety for six to eight months (Am. Rev. Tuberc., 
65 :612, 1952). 


Cancer of Larynx 


From observations in 132 cases, Garland and Sisson 
concluded that x-ray therapy is the optimal method 
for selected cases of early and moderately advanced 
carcinoma of the larynx. Functional results are more 
satisfactory than with surgical treatment, and 
chances of survival are just as good. In advanced 
laryngeal cancer, surgery affords better chances for 
survival (Surg., Gynec. ¢ Obst., 94:598, 1952). 


Tuberculosis and Sickle-Cell Anemia 


Weiss and Waive have shown that the incidence of 
all types of tuberculosis is greater in Negroes with 
sickle-cell anemia than in Negroes without this dis- 
ease. They also showed that there was a higher in- 
cidence of fibrous pleural adhesions, which are an 
index of past infection, in the group with sickle- 
cell anemia than in the control group without this 


disease (Am. Rev. Tuberc., 65:735, 1952). 


Lipoid Pneumonia in Children 


THE ingestion of petroleum products by children 
causes gastrointestinal as well as respiratory signs 
and symptoms, according to Podolsky. The pul- 
monary manifestations may be due to aspiration of 
the toxic product or to excretion of the agent into 
the lung after it enters the blood stream from the 
gastrointestinal tract. Therapy with antibiotics is 
important in preventing a secondary bacterial pneu- 
monia from being superimposed upon the chemical 
pneumonia. Their use has been responsible for de- 
creasing the complications and mortality from this 
serious illness (Dis. of Chest, 21:327, 1952). 


Benign Gastric Ulcer 


PatMER has reported on the clinical significance of 
small benign gastric ulcers in one hundred patients 
whom he personally observed. The lesions were no 
more than one centimeter in greatest diameter, but 
they were not simple mucosal erosions because they 
were all at least a half centimeter deep. The ulcers 
were proved to be benign either by histologic ex- 
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amination in those patients who underwent opera- 
tion, or by demonstration of complete sustained 
healing under medical therapy during follow-up 
periods averaging about eleven months. Although 
in the majority of cases the ulcer was located on the 
lesser curvature, in nine instances the greater curva- 
ture was involved. One of this latter group of pa- 
tients and nine others having ulcers in other loca- 
tions than the greater curvature, were found to have 
achlorhydria after injection of histamine. This made 
a total of eighteen patients having ulcers on the 
greater curvature, or achlorhydria, or both—find- 
ings usually thought to be indicative of cancer. All 
eighteen patients underwent subtotal gastric resec- 
tion and had confirmation of the locations of the 
ulcers and proof of their benignancy. 

Another highlight in Palmer’s report was the 
fact that benign gastric ulcers are worrisome for 
other reasons than because they may be cancerous. 
Thus, the incidence of serious complications (hem- 
orrhage, free perforation, and pyloric obstruction) 
was quite high—45 per cent (Am. J. M. Sc., 223 :386, 
1952). 


Circulatory Effects of Meperidine 
Stupirs by King, Elder, and Dripps showed that 


slow intravenous administration of proper doses of 
meperidine (Demerol) is safe, with certain excep- 
tions. The drug diminishes the ability of subjects to 
withstand the circulatory stress of tilt, but the hy- 
potensive effect is less drastic than that of morphine, 
particularly in older persons. The hypotensive in- 
fluence may also be apparent when blood volume is 
diminished—for example, after hemorrhage. The 
causes for this action are probably due to vasodila- 
tion (histamine release or direct effect on vasomotor 
center) and to diminished “respiratory pump” 
mechanism (Surg., Gynec. ¢ Obst., 94:591, 1952). 


Streptomycin in Minimal Tuberculosis 


Fiorey studied a series of nineteen patients with 
minimal pulmonary tubercvlosis treated with bed 
rest and streptomycin. Concurrently a control series 
of eighteen patients treated with bedrest was ob- 
served; seventeen patients in this latter group also 
underwent pneumothorax or pneumoperitoneum 
treatment. 

There was no good evidence that one treatment 
plan produced either a more rapid or more certain 
control over the immediate infection. No spread of 
infection occurred in the streptomycin-treated pa- 
tients, while spread of the disease occurred in three 
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patients in the control group. Pleural fluid occurred 
in four control cases, while none appeared in the 
streptomycin-treated group. Gain in weight and an 
increase in the concentration of hemoglobin oc- 
curred earlier among the streptomycin-treated pa- 
tients. 

At the end of two years of observation, seven of 
the thirteen streptomycin-treated patients who had 
been followed throughout this period had reached 
quiescence, while only one of fifteen patients who 
received no streptomycin was known to be quiescent 
(Am. Rev. Tuberc., 65:547, 1952). 


Treatment of Spontaneous Pneumothorax 


IN GENERAL, spontaneous pneumozhorax is benign’ 
and simple rest results in spontaneous re-expansion 
of the lung. However, the time for such re-expan- 
sion may be prolonged, ranging from days to several 
months. Kreutzer and his co-workers recommend a 
method of constant negative intrapleural suction 
to hasten the re-expansion of the collapsed lung. 
With their technique, re-expansion is assured in a 
matter of a few days unless an open bronchopleural 
fistula exists (Dis. of Chest, 21:663, 1952). 


Cytodiagnosis of Neoplasms 


IN THEIR review of the present status of exfoliative 
cytology as a technique for diagnosis of gastrointesti- 
nal cancers, Rubin, Palmer, and Kirsner concluded 
that the technique promises eventually to be quite 
useful. At present, methods are too complicated or 
too inefficient to be adapted for routine use (Gastro- 
enterology, 21:1, 1952). 


Deficiencies of BCG Vaccine 


LevinE has enumerated some of the deficiencies in 
our knowledge of BCG vaccine. No method has been 
devised for stabilizing the potency of this vaccine. 
There has also been no method available for the pre- 
vention of the rapid decline of viable organisms in 
the freshly prepared vaccine. Similar amounts of 
BCG from different laboratories have varying num- 
bers of viable organisms. 

There is still no accurate knowledge of the actual 


degree of immunity conferred by this vaccine, nor 
the duration of this immunity. There is also no 
agreement on the optimal dosage or the best method 
of administration. The author further cautions that 
BCG vaccination should not be used as a substitute 
for accepted antituberculosis methods which have 
been used so successfully in the United States (Dis. 
of Chest, 21:513, 1952). 


Primary Tuberculosis and Bronchiectasis 


Accorp1nG to Dickey, primary pulmonary tubercu- 
losis in children is a common cause of bronchi- 
ectasis. This complication most commonly de- 
velops in those cases of primary tuberculosis associ- 
ated with massive shadows either of the parenchyma 
or of the hilar nodes, and such patients should be 
closely observed throughout childhood for subse- 


quent bronchiectasis (Dis. of Chest, 21:260, 1952). 


Pulmonary Histoplasmosis 


Wuson and Duryea report a case of pulmonary 
histoplasmosis which closely resembled tubercu- 
losis. The diagnosis was established at exploratory 
thoracotomy. A spread of the disease occurred 
postoperatively. Actidione was used successfully 
in controlling the disease (Dis. of Chest, 21:346, 
1952). 


Trypsin in Chest Diseases 


WHEN tested in vitro, trypsin rapidly dissolves 
fibrin clots and decreases the viscosity of empyema 
fluid. Roettig and his co-workers administered 
trypsin intrapleurally for the management of empy- 
ema. The use of this material resulted in a rapid de- 
crease of viscosity of the empyema fluid, lysis of the 
pyogenic membrane, and sterilization of the space. 
The authors also used trypsin by the aerosol route 
in an attempt to cause thinning of thick respira- 
tory secretion such as occurred in bronchiectasis, 
tuberculosis, purulent bronchitis, and certain types 
of asthma. In general, there was a marked decrease 
in the viscosity of the sputum, followed by an actual 
decrease in the volume of sputum. There was also an 
increase in vital capacity (Dis. of Chest, 21:245, 
1952). 
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Information Please 


Plantar Wart 


Q. A woman, age 34, had a wart surgically removed from the ball 
of her foot. This has resulted in a painful scar and a recurrence of the 
wart at the end of the scar. How should the wart and the scar be 
treated? 


Surgical excision of a wart on the foot or else- 
where is frequently followed by a recurrence of the 
wart in the scar, because warts are caused by a virus. 
Unfortunately, excision of the scar followed by a 
graft may also result in the reappearance of the wart 
in the scarred edge of the graft. If the original ex- 
cision removed the subcutaneous tissue as well as 
the skin, a full thickness graft may be done if and 
when the verruca is cured. 

If x-ray therapy has not been given to this pa- 
tient, it should be tried. Destructive measures such 
as carbon dioxide snow, fulguration, and caustic 
chemicals, which unfortunately are not always suc- 
cessful, likewise may result in scarring which is 
sometimes uncomfortable. 

The treatment of a plantar wart is not simple and, 
as a result of treatment of one type or another, the 
resultant scarring may be as painful as the wart was, 
originally. Protection in the form of doughnut pads, 
transverse bars on shoes, and proper fitting ortho- 
pedic shoes, are usually of additional help and 
worthy of trial. 


Fiberglas Protective Gown 


Q. Is the Fiberglas Cloth Gown, manufactured by the Owens- 
Corning Fiberglas corporation, sufficient to protect radiologists and 
nurses against harmful rays? 


A. The Fiberglas Cloth Gown is sufficient to pro- 
tect radiologists and nurses under normal condi- 
tions in well-equipped fluoroscopic and radiograph- 
ic rooms. If the radiographic room is unduly small, 
and if there is a considerable amount of scattered 
radiation from the walls, ceiling, and floor, then 
the gown alone is not sufficient protection. Simi- 
larly, if the fluoroscopic x-ray tube is not properly 
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shielded, or if the physician uses unreasonably 
large openings on the part of the fluoroscopic shut- 
ters, then the gown will give only partial protection. 
Likewise, in radiographic rooms, it is essential that 
the tube shielding be carefully checked, that cones 
be used, and that the technician or radiologist or 
nurse stand as far removed from the source of 
primary or secondary radiation as is practical. 

The gown is not sufficient protection when 
handling patients for radiotherapy, either with x- 
rays, radium, or radioactive isotopes. 

We understand that it is made of spun glass, 
fabricated from lead glass threads. 


Precautions in Using Cyclopropane 


Q. Is the use of Cyclopropane justifiable if precautions are not taken 
to prevent static, regulate humidity, and assure efficient ventilation? 


A. The use of Cyclopropane is certainly not 
justifiable if precautions are not taken to prevent 
static, to regulate humidity, and to assure efficient 
ventilation, any more than the use of any anesthetic 
agent is justifiable if adequate precautions are not 
taken to eliminate similar, or other hazards. While 
Cyclopropane has many distinct advantages as an 
anesthetic agent, per se, none of them compensates 
for a possible hazard of explosion when precaution- 
ary measures are not taken. 

A detailed study of the precautionary measures 
in the use of Cyclopropane has been published in 
the News Letter of the American Society of Anes- 
thesiologists by Dr. George J. Thomas, Professor of 
Anesthesia, St. Francis Hospital, Pittsburgh, Pa. 
This material can be readily obtained from him. 

There are two major factors in the precautions 
to be taken against possible explosion due to static 
during Cyclopropane anesthesia. First and foremost 
is the personal element. This includes a “sense of 
awareness” against explosions due to static elec- 
tricity: t.¢., adequate training in the proper use of 
the agent; avoiding silk or woolen garments, non- 
conductive shoes, woolen blankets, covers of anes- 
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thesia machines or stools, and smoking in the op- 
erating room. The other major factor is concerned 
with physical elements: 7.¢., the avoidance of the use 
of x-ray or fluoroscopy machines, diathermy, endo- 
scopic apparatus, cautery, ungrounded operating 
room floors, low humidity, nonconductive anesthe- 
sia masks, delivery tubes and rubber pads, improper 
air conditioning, etc. There are many anesthetic 
agents and techniques available whose individual 
selection can be made in place of Cyclopropane 
when precautions against hazards, due to static, 
cannot be taken. 


Repair of Vas Deferens 


Q. A 38-year-old man had vasoligation six years ago (elsewhere). 
What are his chances for successful re-anastomosis? 


A. It is impossible to estimate the chances of suc- 
cess from re-anastomosis of the vas deferens because 
of such variables as infection, the degree of fibrosis 
following the operation, etc. O’Conor, in the Jour- 
nal of Urology, reported some successful cases, but 
the proportion is small, probably because only a 
minimal amount of scarring is necessary to produce 
stenosis of the narrow lumen of the vas deferens. 


Blood from Pregnant Women 


Q. What are the details in reference to the use of blood from preg- 
nant women in the treatment of rheumatoid arthritis? Either blood or 
serum, and where can it be obtained? 


A. The status of the usefulness of blood from 
pregnant women in the treatment of rheumatoid 
arthritis is still uncertain. The American Rheuma- 
tism Association has not agreed regarding its value. 
The main reason for this is that both whole blood 
and human serum albumin have a temporary favor- 
able effect on the disease which in many instances 
has been as good as that claimed from the blood of 
pregnant women. There is no central agency for the 
distribution of blood or serum from pregnant wo- 
men, and it would have to be obtained by special 
arrangements with obstetric clinics or obstetric di- 
visions in hospitals in the area where it is to be used. 


Night Cramps in Legs 


Q. A 34-year-old man suffers from cramps in the legs while in bed 
at night. Thorough physical examination reveals no disease, and 
circulation is excellent. Diet is very adequate; activity is moderate. 
Can you suggest any causes and means of relief? 


A. If the neurologic examination is negative, the 
cramps probably represent a benign condition un- 


related to any actual disease. Circulatory insuffi- 
ciency tends to cause pain and fatigue of the leg 
muscles but is rarely a cause of true cramps. The 
commonly accepted explanation of benign cramps 
is that they represent a sudden muscle contraction 
which happens to occur without adequate co-or- 
dinated resistance from antagonistic muscles, the 
unopposed contraction thereby attaining maximum 
tension or spasm. During consciousness, cramps 
usually occur in the course of stretching; and dur- 
ing sleep, they presumably occur in a similar man- 
ner due to involuntary movements. 

The following have been found helpful: (1) cal- 
cium salts (lactate or gluconate), (2) acid-forming 
salts (ammonium nitrate), (3) dilute hydrochloric 
acid (with meals), and (4) quinidine sulphate at 
bedtime. 


Hyperthyroidism vs. Anxiety 


Q. A 33-year-old white male complains of dyspnea and a “chok- 
ing” sensation in his throat. His electrocardiogram was normal ex- 
cept for a slow pulse of 56. After exercise his heart speeds up to 100 
but returns to normal in three minutes; blood pressure is normal. One 
basal metabolism test was plus 32, and five days later, another was 
plus 29. Protein bound iodine level was 5.5 micrograms. X-ray of 
chest is normal. Two operations on his nose resulted in 100 per cent 
improvement. Coffee and cigarettes bother him; “they make him 
goofy-like.” He used to drink and it never bothered him, but he had 
three or four drinks a few weeks ago and had an attack of tachy- 
cardia with shortness of breath. Is it possible for this man to have 
hyperthyroidism? Is the protein bound iodine level always as accu- 
rate as it should be? If this is not hyperthyroidism, what would pro- 
duce his complaints? 


A. Your patient certainly does not present a 
typical picture of hyperthyroidism. There are sug- 
gestions that he may be somewhat anxious about 
himself, which might make it difficult for you to 
secure true basal conditions during a metabolism 
test. 

In my opinion, the protein bound iodine test is 
technically somewhat difficult and hence, like any 
laboratory procedure, subject to occasional errors. 
In this case, the concentration is within normal 
limits, which is in agreement with the slow pulse 
and in disagreement with the basal metabolic rate. 
I would suggest a further check of his thyroid ac- 
tivity by the uptake of radioactive iodine if this test 
is conveniently available to you. 

One would like to know the size of his heart and 
the size of his aorta, and whether any substernal 
goiter is present. You make no mention of thyroid 
enlargement in your description of the patient. 
Some condition in the respiratory tract such as 
emphysema or even a neoplasm, should be con- 
sidered as a possible cause of his symptoms. 
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Business and Economics 


THE MEDICAL PROFESSION AND BLUE SHIELD 


BY JAMES E. BRYAN 


Ir 1s becoming apparent to some students of insight 
in medical affairs that the evolution of medical care 
insurance in the United States is entering upon a 
wholly new phase. And it will be a phase of special 
concern to the general practitioner of medicine. 

During the “New Deal” era of the °30’s the 
question confronting us was: Shall we have health 
insurance in America? The verdict was pronounced 
(or perhaps it would be more precise to say, ac- 
knowledged) in September, 1938, when the Amer- 
ican Medical Association House of Delegates en- 
dorsed the principle of voluntary health insurance. 

In the 1940’s, the issue was whether we should 
have national compulsory health insurance or 
health insurance under voluntary auspices. This 
question was pretty thoroughly decided in 1950-51 
by the resounding popular response to the Amer- 
ican Medical Association’s National Education 
Campaign. It is reasonable to suggest that this 
public reaction—so favorable to the A.M.A. posi- 
tion—was not entirely, or even primarily, a result 
of the denunciation of socialized medicine by the 
medical profession. Rather, it seems to me that the 
phenomenal growth of the voluntary health insur- 
ance movement, sparked by Blue Cross* and Blue 
Shield, had provided a persuasive demonstration 
that the problem of medical security can be solved 
by voluntary methods. And the public appears 
willing to give the profession a fair chance to show 
what it can do. 

Now, it appears that the predominant question 


*Reference is made to Blue Cross at this point because 
Blue Cross antedated (and, in many instances, mothered) 
Blue Shield. From this point on, however, we have reference 
only to Blue Shield in speaking of the medical care prepay- 
ment program. 
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James E. Bryan (‘‘Ned” to his intimates), 
presently Administrator of the Medical- 
Surgical Plan of New Jersey, as well as 
a leader in many New Jersey social 
agencies, has had long experience with 
the medical profession. Since his gradu- 
ation from Wesleyan University, he has 
been Executive Secretary of both the 
New York County and Westchester 
County Medical Societies, as well as 
editor of their medical bulletins; Direc- 
tor of Public Relations, Co-ordinating Council, The Five 
County Medical Societies of Greater New York; and 
Executive Officer, The Medical Society of New Jersey. 
He was president, in 1950, of the Medical Society's 
Executive Conference. Mr. Bryan has a distinguished 
reputation as a discerning scholar among students of the 
social economics of medicine. The views expressed in this 
article are his own, and do not necessarily reflect the 
official views of the American Academy of General 
Practice. 


facing the profession and the public, in the decade 
of the °50’s, is this: Will the medical care insurance 
program in the United States become primarily a 
branch of the commercial insurance industry, or will 
it be essentially a nonprofit social enterprise, spon- 
sored by the medical profession in co-operation 
with labor, industry and the general public? 

To reveal some of the more far reaching implica- 
tions of this question, let us break it down into 
several components. Who is to exercise ultimate 
control over the development and destiny of the 
voluntary medical care insurance movement—the 
commercial insurance companies or the physicians? 
What is to be the primary motivation of this move- 
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ment—the operation of a profitable insurance busi- 
ness, or the provision of an indispensable profes- 
sional service? What is to be the characteristic 
form of benefit provided to the subscriber-patient— 
a cash indemnity, or fully paid—and adequately 
compensated—professional service ? 


Profession Committed to Voluntary Plan 


Paradoxically, in the very act of discrediting 
compulsory health insurance, the medical profession 
has committed itself irrevocably to voluntary health 
insurance. And the public response has been stu- 
pendous. Never in the history of the actuarial 
science have so many people bought so many con- 
tracts in so little time. Yet, even today, the volun- 
tary medical care program is only in the primary 
stage of development. 

There can no longer be any doubt that there is a 
genuine, universal demand for medical care insur- 
ance. It is in a fair way of becoming as basic as life 
insurance and as indispensable as automobile lia- 
bility in the portfolio of the average citizen. 

Moreover, Mr. Average Subscriber—your patient 
—is beginning to take an extremely intelligent in- 
terest in his medical care contract. He is demon- 
strating a lively curiosity as to how his medical 
care insurance dollar is spent: how much of it goes 
to the doctor? for what services? and, what part of 
it is retained for operating expense or reserves? 

Mr. Average Subscriber wants to see his program 
broadened to include many types of professional 
services not now covered by most medical care plans. 


It is not enough for these plans to pay only for 
surgery, obstetrics, and short term medical services 
in hospital, as most of them now do. The public is 
asking for insurance protection against the costs of 
surgery outside of hospital, medical service in home 
and office, x-ray and other diagnostic services; and 
there seems to be an increasing interest in long- 
term “catastrophic” protection, also. In short, the 
public wants, and in due course the public will 


have, a complete medical care program, embracing 
all medical contingencies. 

Equally safe is the prediction that in the long run, 
the overwhelming majority of Americans (excepting 
only those in the upper-upper economic brackets) 
are not going to be satisfied with anything less than 
a service program. 

The principle of service benefits—distinctive to 
Blue Shield medically-sponsored plans, and char- 
acteristic of the great majority of them—involves a 
specific agreement between the “participating 
physician” and the insuring plan, whereby the 
physician agrees to accept the Plan payment as 
payment in full for services covered by the Plan’s 
subscription contract, provided that the family in- 
come of the subscriber is not in excess of a specified 
“income limit” for service benefits. Subscribers 
having incomes greater than the “income limit” 
are served on an indemnity basis. 

In general, Blue Shield Plans that have a higher 
‘income limit” pay a higher level of fees to their 
“participating physicians,” as would be expected. 
Theoretically, if any Blue Shield Plan were to 
achieve an enrollment of all or nearly all the self- 
supporting citizens within its area of operation, and 
if it were paying fees equivalent to, or greater than, 
the average fees hitherto collected from patients in 
all economic classifications, then there would be 
no reasonable justification for maintaining any 
‘income limit” for service benefits. Parenthetically, 
some Blue Shield leaders have suggested that, in 
order to achieve universal enrollment, the Plan 
should waive its “income limits” and undertake a 
straight service benefit program. 

Blue Shield Plans are controlled essentially by 
the medical profession and they exist as “service 
plans” (to whatever degree they do so operate) only 
so long as the majority of physicians will volun- 
tarily “participate.” Hence, it is reasonable to sug- 
gest that until such Plans are making payments 
equivalent to the average payments for similar 
services received from the population as a whole, 
the factor of an “income limit” will continue to 
modify the “service benefit” program. 

To support a respectable average level of com- 
pensation to the profession, together with a reason- 
ably comprehensive scope of eligible services, a 
Plan must collect an adequate subscription rate 
from the beneficiary. In this respect, it seems to 
this observer that Blue Shield Plan managements 
have had a tendency to under-rate the willingness 
and ability of the public to pay for medical care on 
a prepayment basis. We have, perhaps, not kept 
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pace with the impact of health education in building 
a greater public evaluation of the worth of medical 
services. 


Some Plans Offer Sizeable Returns 


Even so, some Blue Shield Plans have registered 
some fairly remarkable achievements on a surpris- 
ingly modest premium base. One such Plan, which 
pays the highest average benefits per case of any 
Blue Shield Plan in the country, serves three 
quarters of a million people at a family rate of $3.84 
per month, pays $125 for an appendectomy, $200 
for a radical mastectomy, $50 for a tonsillectomy 
(in or out of hospital), $125 for vaginal delivery 
including prenatal care, $10 for the first visit for a 
medical case in hospital, $5 for each subsequent 
daily visit (up to 20), and makes comparably ade- 
quate payments for consultations and anesthesia 
services. Its operating cost is about 11 per cent, and 
it has never had to “‘pro-rate” payments to physi- 
cians. Incidentally, it hasan “income limit” of $5,000, 
and 87 per cent of its eligible physicians are partici- 
pating. This Plan pays for no medical services or 
surgery outside of hospital (except for tonsillec- 
tomy, full-term delivery, and emergency surgery 
following an accident) ; no x-ray or other diagnostic 
services are included. 

It is conceivable that for a premium of not more 
than $75 per year (full family rate), this Plan might 
be able to increase its scope of benefits very con- 
siderably and maintain a level of average or better- 
than-average payments to physicians. Do you think 
the public would buy it? Time, and the inevitable 
expansion and improvement of the Blue Shield Plan 
will provide the answer. 

. Inevitable expansion and improvement? 
Is it inevitable? 

In round numbers, Blue Shield accounts for 
about 40 per cent of the approximately 65 million 
people having some form of medical expense or 
“accident and health” insurance coverage in the 
U.S.A. The insurance industry, now fully awake 
to the vast potential market for health insurance 
(largely created by the medical profession and Blue 
Shield), is determined to “take over the business.” 


Health Insurance Is Here To Stay 


There is not the slightest doubt, as we have al- 
ready suggested, that most of the rest of the self- 
supporting population is going to buy some kind of 
health insurance within the next few years. Will 
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these people buy Blue Shield or commercial insur- 
ance? What difference will it make to the profes- 
sion? 

If the commercial insurance industry takes over 
the management and underwriting of voluntary 
medical care insurance, then the control of the basic 
economy of American medical practice will have 
passed completely out of the hands of the medical 
profession. 

At present, the alert interest of labor unions and 
of workers generally in the relative benefits they are 
purchasing (or that are being purchased for them 
as a result of labor-management contract negotia- 
tions) is favoring Blue Shield. To meet the con- 
sumers’ demand for a superior product, leading 
commercial carriers have been forced to raise their 
levels of indemnity payments for professional serv- 
ices and to extend their scope of coverage. Paren- 
thetically, this influence exerted by Blue Shield on 
its competitors is an inadvertent, but by no means 
unimportant, service rendered the profession and 
the public by these Plans. 

On the other hand, one of the factors favoring the 
commercial carriers is the fact that it is often easier 
to sell a cheaper product than a better one, unless 
one is dealing with an alert and well informed 
buyer. If the commercial insurance industry can 
gain a dominating position in the health insurance 
field, it is logical to expect that the intense compe- 
tition within the industry itself—for sales volume— 
will tend to depress their schedules of medical and 
surgical indemnities. This will either depress the 
average earnings of the profession per service 
rendered, or increase the burden of co-insurance on 
the subscriber, or both. In any event, the British 
experience has shown that the proliferation of a 
cheap and inadequate voluntary program serves 
only to create an undeniable public demand for 
governmental action. 


a 
‘ 


Industry In General Likes Program 


In evaluating Blue Shield generally, and the 
service benefit principle in particular, the profession 
will take account of the fact that not only the em- 
ployed worker and his union, but—to a very en- 
couraging degree—industrial management, is show- 
ing a lively interest in the quality of the program 


that is being bought by and for his employees. In 
fact, those who are in the front lines of Blue Shield 
enrollment frequently find stauncher advocates of 
Blue Shield (‘“The Doctors’ Plan”) among indus- 
trial managers and union officials than one finds 
among the rank and file of physicians in some areas. 

In all fairness, we must acknowledge that there 
are many highly enlightened, socially-minded peo- 
ple in the commercial insurance industry. Some of 
the larger companies offer excellent indemnity 
programs, and many are seeking to enter into serv- 
ice agreements with “participating physicians,” 
similar to those of Blue Shield Plans. It would seem 
doubtful, however, that many physicians will be 
interested in “participating” with strictly profit- 
making enterprises, since they will “participate” 
only on a unilateral basis—according to the com- 
pany’s terms. They will certainly not participate in 
the ultimate direction of company policies, as they 
do with respect to Blue Shield, both through direct 
representation on the directorates of the Plans and 
through their medical societies which work with 
the Plans in an advisory capacity. 

The commercial insurance industry, however, 
has no generally accepted national standards of 
performance comparable to those applied to Blue 
Cross and Blue Shield by their respective national 
commissions. A considerable proportion of com- 
mercial “health and accident” insurance is under- 
written by “mail order” companies, working on a 
20-50 per cent operating expense ratio. (This con- 
trasts with Blue Shield’s average operating expense 
ratio of 12-13 per cent.) Such companies may be 
licensed in only one or two states, but they operate 
by mail all over the country. Nearly every doctor has 


had some unhappy experience with the fine print 
and tricky clauses in the contracts offered by these 
‘cats and dogs” of the insurance industry, which 
have made numerous friends for the proponents of 
socialized medicine. 

In most states, Blue Shield enjoys a flesh-and- 
blood relationship with the State Medical Society, 
which was more often than not the acknowledged 
creator of the Plan. 


Doctors Also Favor Blue Shield Program 


Most doctors, I believe, want Blue Shield to com- 
plete its mission. They want the nation’s medical 
service program to be developed and operated by 
agencies created and guided by the medical pro- 
fession. They would like to see the ‘‘service benefit” 
principle extended and improved to the point where 
substandard fees for any group of the population 
(except possibly the truly indigent) would be a 
thing of the past. An increasing number of physi- 
cians, I believe, would be ready to abandon the 
traditional “sliding scale” of professional charges, 
and to accept all patients on a service benefit basis, 
if they could be assured of a fair average level of 
payment, and if the profession is managing the 
program. 

Unfortunately, Blue Shield has its weak spots. 
Some Plans provide relatively low levels of payment 
to the physician, and maintain such unrealistic 
“income limits” that few families can qualify for 
“service benefits.” Too many Plans are still operat- 
ing entirely on an indemnity basis. Some Plans have 
evidently been poorly advised from an actuarial 
standpoint, with the result that they have chron- 


ically paid their physicians only a “pro-rated” por- 
tion of their published schedules. 

Generally speaking, the strength and progress of 
a Blue Shield Plan is in direct ratio to the degree of 
interest shown by the local profession in its develop- 
ment—and the weakest Plans are found in those 
areas where professional participation has been 
most sketchy, or spasmodic. 
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In spite of these local shortcomings, Blue Shield 
as a whole is a useful and powerful instrument, 
which the profession cannot afford to ignore. And, 
by “the profession,” I don’t mean the officers of 
your county and state medical societies. I mean you. 
It may not have occurred to you, but if you are one 
of the 115,000 practitioners who are “participating 
physicians” in one or another Blue Shield Plan, 
this relationship offers you the most important op- 
portunity you have ever had to take part, con- 
cretely and consciously, in solving a national social 
problem. 

A Blue Shield service program is the one enter- 
prise that builds a tangible solidarity among phy- 
sicians in the job of demonstrating the ability of 


the profession to meet its basic responsibility to 
the public. 

The individual doctor is more than just a receiv- 
ing agent for Blue Shield checks. He is a vital part 
of the show—indeed, he is the ultimate under- 
writer of the whole business. What this dynamic 
enterprise becomes in the future will largely depend 
upon the interest that each physician takes in it 
from this time on. 

It is a basic principle among the medical direc- 
tors and administrators of Blue Shield throughout 
the United States, that Blue Shield must always be 
one step behind the profession. This means, simply, 
that the profession—you—must be one step ahead 
of Blue Shield. Are you? 


WANT YOUR CALLERS HARD OR SOFT BOILED? 


BY 1. PHILLIPS FROHMAN, M.D. 


Tuis innocent looking little gadget you view in the 
picture is one of the greatest time savers in my 
office. My office nurse and my technician decided 
that I was spending too much time with detail men, 
discussing not only their products, but fishing, 
trotting horses, and gardening; so they decided to 
give me a useful Christmas present. 

Here is a simple scratch pad, calendar, paper 
clip, and rubber band holder, with magnetized pen- 
cil—all in one unit; and, attached to the side, an 
old-fashioned ‘sand in the glass’ egg timer. This 
happens to be a three-minute sand timer and ex- 
tremely accurate. 

My office help and I have educated all salesmen 
and detail men to invert the timer as soon as they 
sit down and begin talking about their products. 
When the sand and the three minutes are gone, so is 
the detail man. 

Surprisingly, salesmen and detail men do not 
mind this method, and many enjoy it since they get 
three minutes of undivided attention, rather than 
ten minutes marred by telephone answering and 
other interruptions. 

Any early resentment was overcome by a bit of 
psychology, when I explained to them that any 
good detail man can sell or interest a doctor in a 
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good product in three minutes or less, and that no 

top-notch detail man would consider talking to a 

busy physician about more than two items at one 

sitting, lest the physician might forget all of them. 
Try it and let me know how it goes! 


Rube Goldberg would be proud of this contraption, 
designed to save valuable minutes in the doctor's 
busy day by putting the hex on long-winded callers. 


: 


* * TRENDS AND EVENTS 


A Dose of Medicine in the Political Caldron 


MepIcINE and medical affairs are deeply involved in 
the approaching national elections. That fact is 
clearly demonstrated when one examines some of 
the domestic political issues, considers personalities 
and reflects upon the legislative potential of six or 
more M.D.’s serving in the House of Representa- 
tives. The motto that was so prominently displayed 
only a year or so ago, “Keep Politics Out of This 
Picture” (the picture being Luke Fildes’ painting of 
the family doctor), seems to have gone unheeded. 

In recent weeks, leaders in organized medicine 
have held important conferences with the presiden- 
tial nominees. In Minnesota, West Virginia, Penn- 
sylvania, Nebraska, Idaho, and Louisiana, physi- 
cians are campaigning for seats in Congress. The 
annual round of fall conventions of state medical 
societies and national professional associations 
now under way give significant attention on their 
programs to legislative matters likely to be brought 
before the new Congress convening in January. 

It is certain that the change in Administration, 
no matter whether the new one is, Republican or 
Democratic, will usher in many new medical figures 
to fill key posts in the Federal government, and 
speculation is rife as to their identities—and what 
is vitally important, as to their views on medico- 
political and medico-economic questions of the day. 

Governor Stevenson refers to “my friend, Dr. 
Paul B. Magnuson.” General Eisenhower more than 
once has publicly expressed his esteem for Dr. 
Franklin D. Murphy, chancellor of the University of 
Kansas and formerly its medical dean. (Dr. Mag- 
nuson, of course, is chairman of the President’s 
Commission on Health Needs of the Nation and 
before that served as chief medical director of the 
Veterans Administration.) The names of Dr. Her- 
man Hilleboe, able and dynamic New York State 
Health Commissioner on Governor Dewey’s staff; 
Dr. Raymond Allen, chancellor of the University of 
California at Los Angeles; Dr. Richard L. Meiling, 
associate medical dean at Ohio State University, 
and a number of others are to be reckoned with 


IN THE NATION’S CAPITAL 
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in connection with the impending turnover of faces 
in Washington. 

Addressing the American Legion’s annual con- 
vention in New York City a few weeks ago, A.M.A. 
President Louis H. Bauer devoted his speech almost 
exclusively to political issues and said: ‘The two 
party platforms give reason for hope that never 
again will the people’s health be used as a football 
in the political arena.” Later the same day Dr. 
Bauer conferred with General Eisenhower. At the 
close of the meeting he voiced satisfaction with the 
Republican candidate’s position on national health 
legislation and declared he expected to hold a simi- 
lar conference soon with Governor Stevenson. 

And so, with all signs pointing to reintroduction 
in Congress of many health bills that fell short of 
enactment in 1951 and 1952 and continuation of 
organized medicine’s influential role on the Wash- 
ington scene, it is readily apparent that the nation’s 
doctors are going to stay in the political limelight a 
while longer. 


UMW Reveals Extensive Health Program 


While still withholding from public gaze any inti- 
mate details of its operations, the United Mine 
Workers Welfare and Retirement Fund has divulged 
enough information about its medical and hospital 
care proclivities to show that, aside from veterans, 
military, and other Federal programs, they com- 
prise the largest and costliest health enterprise in 
the country today. 

Recently published is UMWA medical depart- 
ment’s annual report for the fiscal year ended June 
30, 1952. It reveals that for this twelve-month period 
a total of $49,996,517 in medical and hospitalization 
benefits was provided to 215,372 beneficiaries in 
bituminous coal communities. This sum is exclusive 
of more than $9,000,000 in cash benefits to disabled 
miners and their dependents and the unestimated 
expenditures for land acquisition and architectural 
planning for ten hospitals that are to be built in 
West Virginia, Virginia, and Kentucky. 
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Working through ten area medical offices, under 
policy and supervision from Washington headquar- 
ters of UMWA and its Welfare and Retirement 
Fund, the program continues to deal independently 
with physicians and hospitals for provision of 
services. The fee schedule system is studiously 
avoided, fees and other financial arrangements be- 
ing made with each clinical case. The annual re- 
port states, in part: 

*tAll care and services rendered beneficiaries are 
carefully reviewed and all bills checked for charges. 
All area medical offices utilize to the utmost the 
facilities and services within their areas when Fund 
requirements for care can be satisfactorily met. . . . 
In many coal mining communities inadequate and 
substandard facilities and services have long pre- 
vailed, and area medical offices are under the neces- 
sity of arranging for the care of many Fund patients 
in hospitals far removed from their home commu- 
nity and for transporting them to and from these 
hospitals. At the same time, every effort is made by 
the Fund’s medical staff to encourage and assist in 
the improvement of local facilities in cooperation 
with state and county medical societies and other 
professional groups. 

This vigilant watch on quality of care and the 
careful personal followup of patients, tirelessly main- 
tained by the Fund’s medical staff, are bringing a 
steady though difficult advance toward achievement 
of adequate hospital and medical care for Fund 
beneficiaries in many mining areas.” 


Court Kayos “Cancer Cure” 


The so-called ‘cancer cure,” which upon scien- 
tific examination is generally revealed as a prostitu- 
tion of the word “‘cancer” as well as the word 
“cure,” has been dealt with decisively from the 
bench. A decision handed down in August by the 
U. S. Court of Appeals in New Orleans, ordering an 
injunction against Hoxsey Cancer Clinic of Dallas 
and its operator, Harry M. Hoxsey, lays stress upon 
a critical point. It is this: Testimony by a layman 
that he has, or had, a malignancy is entitled to no 
weight in a court of law “since the overwhelming 
preponderance of qualified opinion recognizes that 
not even the experts can assuredly diagnose this 
condition without the aid of biopsy and pathologi- 
cal examination.” 

In a lower Federal court in Dallas, Hoxsey had 
won his case to be permitted to continue to make 
interstate shipments of brownish-black and pink 
medicines to doctors and patients in various parts 
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Dr. Paul B. Magnuson, left, Chairman of the President's Commis- 
sion on the Health Needs of the Nation, formerly chief medical 
director of the Veterans Administration, and Dr. Richard L. Meiling 
associate medical dean at Ohio State University, formerly Chair- 
man of the Armed Forces Medical Policy Council, both of whose 
names crop up prominently in speculation on Federal personnel 
after the coming national elections. 


of the country. According to the Food and Drug 
Administration, the one “remedy” is composed of 
a laxative and potassium iodide and extracts of 
prickly ash, red clover blossom, and alfalfa. The 
pink compound contains elixir of lactated pepsin 
for the most part. 

Judge William H. Atwell, who conducted the 
Dallas trial, denied the injunction requested by 
the Food and Drug Administration partly on the 
grounds that Hoxsey produced some witnesses who 
claimed they had cancer and were cured by the 
treatment. In reversing Judge Atwell by unanimous 
decision, the three-judge appellate court made it 
clear that it was far more impressed with testimony 
that had been presented at the Dallas trial by na- 
tionally known cancer experts than with that sub- 
mitted by Hoxsey’s ex-patients. 

‘Despite the vast and continuous research which 
has been conducted into the cause of, and possible 
cure for, cancer, the aggregate of medical experi- 
ence and qualified experts recognize in the treat- 
ment of internal cancer only the methods of surgery, 
x-ray, radium and some of the radioactive byprod- 
ucts of atomic bomb production,” the appellate 
court stated in its decision. 

No comment on the government’s victory in the 
Hoxsey case was forthcoming from Senator Langer 
(R.—N. D.), who is a supporter of the Hoxsey 
“system” and sponsor of a bill that would authorize 
a Federal investigation of his “cancer cure.” 
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Pouticat platforms are generally conceded to be 
affairs of convenience. They embody a fair consen- 
sus of party thinking at the time they are written, 
and they hold some promise of what the public may 
expect for future action from the party in power. 
Their claims, on the other hand, may be convenient- 
ly forgotten, overlooked, or modified; or the plat- 
form planks may serve as a springboard for a per- 
sonal platform put forward by the candidate se- 
lected for top party honors after the platform has 
been drawn up. In this sense, the interpretation of 
the platform by presidential nominees bears close 
scrutiny. 

With these careful reservations it is worthwhile to 
examine what the Republican and Democratic plat- 
forms have to say about health plans for the Ameri- 
can people. 


No Argument on Basic Principles 


There is a fair measure of agreement between the 
parties on basic principles. Both recognize the 
importance of the health factor to the nation’s wel- 
fare. The Republicans say: 

‘We favor support of scientific research. We 
pledge our continuous encouragement of improved 
methods of assuring health protection.” 

The Democrats reply: 

**We will continue to work for better health for 
every American, especially our children. We pledge 
continued and whole-hearted support for the cam- 
paign that modern medicine is waging against 
mental illness, cancer, heart disease and other 
diseases.” 

Both parties go on record as supporting scientific 
research, the Democrats in these words: 

**We favor continued and vigorous support from 
private and public sources, of research into the 
causes, prevention and cure of disease.” 

The Republicans say simply: “We favor support 
of scientific research,” without adding by whom. 


Part Company on Public Administration 


On the matter of hospitals and health centers, 
the thinking diverges. The Republicans: 

“We shall support those health activities by gov- 
ernment which stimulate the development of ade- 
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Interpretation of the platform bears close scrutiny. 


quate hospital services without federal interference 
in local administration.” 

The Democrats: ‘We pledge continued support 
for federal aid to hospital construction. We pledge 
increased federal aid to promote public health 
through preventive programs and health services, 
especially in rural areas.” 

The Democrats likewise favor federal aid for 
medical education, in these words: 

"We advocate federal aid for medical education 
to help overcome the growing shortages of doctors, 
nurses and other trained health personnel.” 

The Republicans do not refer specifically to 
medical education, but state clearly: 

*"We recognize that the health of our people as 
well as their proper medical care cannot be main- 
tained if subjected to federal bureaucratic dictation.” 

On the over-all problem of cost of medical care 
and government participation in a health program, 
the same divergent outlook prevails. The Democrats: 

**We also advocate a resolute attack on the heavy 
financial hazard of serious illness. We recognize 
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that costs of medical care have grown to be prohib- 
itive for many millions of people. We commend 
President Truman for establishing the nonpartisan 
Commission on the Health Needs of the Nation to 
seek an acceptable solution to this urgent problem.” 

The Republicans: 

"There should be a just division of responsibility 
between government, the physician, the voluntary 
hospital, and voluntary health insurance. We are 
opposed to federal compulsory health insurance 
with its crushing cost, wasteful inefficiency, bureau- 
cratic dead weight, and debased standards of medi- 
cal care.” 

The interesting thing about Democratic state- 
ments in the area of health is that the issue of com- 
pulsory health insurance is not raised, nor is the 
controversial term used. Presumably the party is 
awaiting the report and recommendations of the 
President’s Commission on the Health Needs of the 
Nation, due to be submitted at year’s end. Whatever 
the reason, the Democratic party’s health plank is 
sufficiently far removed from New Deal demands 
of former years to bear a strange, faint Republican 
sound, 


Governor Stevenson Speaks His Piece 


Governor Stevenson has recently brought into 
clear focus his own views on the Federal role in 
health. He has declared himself flatly against 
socialized medicine in these terms: 

“T am against the socialization of the practice of 
medicine as much as I would be against the social- 
ization of my own profession, the law. If the in- 
surance principle could be brought to bear on these 
catastrophic illnesses, it would largely eliminate the 
specter of terror from the average home. I am sure 
that the common objective can largely be realized 


without the destruction of professional inde- 
pendence.” 

Governor Stevenson has previously put himself 
on record for public health and welfare programs 
provided they do not supplant “the duty of the 
individual and of the family to provide for their 
own health and welfare.” 

Under Stevenson’s governorship, Illinois appro- 
priations for public health increased four-fold. Funds 
for mental health programs were materially in- 
creased and his incumbency witnessed construc- 
tion and completion of the first state-supported 
tuberculosis sanatorium in Illinois. The Illinois 
Health Department was reorganized and stream- 
lined, effecting substantial economies, and a con- 
solidation of local vital registration districts re- 
sulted in improved reporting and recording of 
statistics. 


Ike Doesn't Like It, Either! 


General Eisenhower, too, has in the past declared 
against compulsory health insurance, although he 
has recently come out in favor of expanded social 
security coverage in what is described as an attempt 
to meet a Democratic attack on the grounds that 
he is insensitive to the desire of workers for security 
in old age. The Republican standard bearer ap- 
parently plans to distinguish between expanded 
social security coverage and higher old-age as- 
sistance payments, which he is now on record to 
support, and compulsory health insurance. 

This distinction by General Eisenhower is parti- 
cularly commendable since his military career has 
been spent in an area in which socialized medicine 
is practiced, and the facilities of the finest Army 
hospitals, like Walter Reed, presumably remain 
open to him. 


PFIZER ESTABLISHES MEDICAL STUDY FUNDS 


A proGRaM to provide scholarship funds of $1,000 each for the seventy-two accredited medical 
schools in the United States has been established by Charles Pfizer & Co., a Brooklyn chemical 
and pharmaceutical firm, says the New York Times. The money will be given directly to the 
schools; the scholarship students are to be chosen by the deans of the medical schools from 
the first- and second-year classes on the basis of scholastic ability and financial need. 
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OPTIONAL 
DEFERRED 
ANNUITY 


A BIT ABOUT ANNUITIES 


BY RALEIGH E. ROSS 


A LaDy wrote an insurance company as follows: “I 
would like full information about your nudities.” 
No doctor would ever confuse “nudities” with an- 
nuities. But a doctor’s knowledge concerning them 
—like that of the average business man—may be 
somewhat sketchy. 

Yet an annuity is a relatively simple arrangement. 
It might be defined as “‘an annual income, or allow- 
ance, for a specified period of years, or for life.” In 
speaking of an annuity, in the insurance company 
sense, one usually means a life income for the person 
receiving it. The “annual” part doesn’t hold today. 
Most annuities are paid monthly—some quarterly— 
others semi-annually, or annually. 

Roughly, there are two types of annuities from 
the standpoint of the way you buy them. One is the 
kind you purchase on the installment plan, called 
Optional Deferred Annuity (sometimes referred to 
as “Annual Premium Retirement Annuity”). The 
second kind (which we will outline later) you pay 
for all at once—a Single Consideration Annuity. 

The Optional Deferred Annuity is usually sold in 
units—each calling for payments from the policy- 
holder of $100 a year. The premium per unit, if paid 
twice a year, is usually $51.50, quarterly $25.88, 
monthly $8.75. 

Here’s the way one physician got around this 
paying-extra-for-saving-monthly business. He 
bought a unit every month, paying annually. Thus 


he has twelve different contracts, each in a different 
month, and each calling for a payment of $100. So 
he has 12 units and he is saving $1,200 a year. Had 
he bought this in one contract and elected to pay 
monthly he would pay (12 x $8.75) $105 a month, 
or $1260 annually. 

So he figures he’s saving $60 a year over the one 
contract way. True. But at the other end of the line, 
say age 65, his annuities will begin month by month 
over a year’s period, instead of starting to pay all 
at once, as would be the case if he had one contract. 

Let’s take an example from the nation’s leading 
annuity company—a large eastern insurance or- 
ganization. We will say Dr. Jones is age 40 and he 
is buying 10 units ($1,000 a year premium) of Op- 
tional Deferred Annuity. His “normal retirement 
age” is 65. However his “Optional Retirement 
Ages” are any time between 55 and 65. 

Here’s the way the policy will work out, on a 
guaranteed basis, at various ages: 


Amount Deposited 
55 60 65 
$15,000 $20,000 $25,000 
Guaranteed Cash Value 


$15,760 $22,300 $29,600 


or Monthly Life Income (10-years certain) 
beginning at ages shown 


$75 $126.60 $197.30 


The Life Income, 10-years Certain, means that 
should Dr. Jones die four years after starting his 
income, for example, it will continue to his bene- 
ficiary for six years—the rest of the 10-year certain 
period. It never stops as long as he lives. 
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If Dr. Jones should die before the first Optional 
Retirement date, or before starting his income, his 
beneficiary receives merely the premiums he has 
paid in, or the cash value of the contract . . . when 
that is larger. 

There is no cash value on this contract until the 
first Optional Retirement Date—age 55. Some cus- 
tomers might consider this an advantage ... but 
others do not. 


Retirement Income Better Than Annuity 


In general, if a man can pass an insurance exam- 
ination, he is usually better off to buy a Retirement 
Income at 65 Policy rather than this annuity. Why? 
Because it carries protection with it and has cash 
values and paid up values starting at the end of the 
first year. (This was described in the July GP.) 

The Optional Deferred Annuity, in addition to 
the guaranteed values quoted, pays dividends start- 
ing at the end of the second year, but these are 
usually not large. The Retirement Income at 65 
Policy, for a comparable investment, has always 
done better in dividends than the annuity. 

It should be stated, however, that many people 
have done well in years past, with this accumulation 
type of annuity. For example, take the case of Trixie 
Friganza, musical comedy star of the gay 90’s. She 
celebrated her 80th birthday last Fall and an inter- 
view quoted her as saying that “‘life is still fun.” 
Annuities accumulated during her earning years 
are said to pay her around $500 a month. 


Single Consideration Annuities Sold in Units 


Now let us consider our second broad annuity 


classification ... those which are paid for by “a 
single consideration.” 

These may be further divided into those which 
are deferred and those which start immediately. 

Let’s say Dr. White, age 45, has some extra 
money he decides to put away in a Single Considera- 
tion Refund Annuity. How will it work out? 

This annuity is sold in units, each of which will 
pay a guaranteed life income to the annuitant of 
$10 a month starting at his “normal retirement 
age.”” For issue ages of 0 to 62 the normal retirement 
age is 65. For issue ages 63 to 66, the normal retire- 
ment age is 70. 

Dr. White finds that each unit will cost him 
$1,092.62. So, for $10,926.20 he can buy a guaran- 
teed income of $100 a month starting at age 65. 
This is what he decides to do. 
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If he dies before 65, his beneficiary will receive 
$100a month from the Company until his $10,926.20 
has been paid in full. If he dies after starting his in- 
come, but before he has received his full consid- 
eration, then the $100 a month payments continue 
to the beneficiary until the remainder has been 
refunded. 

Should Dr. White decide at any age from 55 to 70 
that he wants to start his refund life income, he can 
do so. At 55 his income would be $55.60 monthly, 
or at 60, $73.10 monthly, or at 70, $144.30 per 
month. 

Dividends each year reduce his net investment 
by the time he starts his income. For example, the 
dividends by the time he reaches 65 are estimated 
at about $1,572. This has reduced his original 
investment from $10,926.20 to about $9,354. Then 
his $100 a month represents a return of over 12.8% 
a year of the net investment. 


Single Sum Annuities Lack Cash Value 


It should be carefully noted that this annuity 
never has any guaranteed cash value. This is true of 
all the annuities of the type we are now considering 
... those paid for in a single sum. They are paid 
out only in installments over a period of years. 

Now let us consider an Immediate Refund An- 
nuity. This is exactly like the deferred one we have 
been discussing except that, as its name indicates, 
it begins to pay immediately. If bought on the third 
of the month, for example, if the life income is to be 
paid monthly, the first check is received on the 3rd 
of the following month. 

This usually appeals especially to people who 
have passed the age of fifty. It pays too little at 
earlier ages than that. 

Let’s consider what it would pay to a man age 65, 
for example, who invested $10,000. 


annually or monthly 


$559.80 $45.40 
54.41 5.29* 


50.69 


614.21 
*Monthly average-dividend checks are paid annually only 


The reason that the annuity pays, on the annual 
basis, slightly more than 12 times the monthly rate 
is that, if the company pays annually, it has use of 
the full sum invested for one year. 

Bear in mind that the refund guarantee means 
that the company agrees to “refund” at least as 
much as the annuitant has invested, under any cir- 
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cumstances. For example in the case above, let us 
assume that the 65 year old annuitant lives ten 
years. He has received about $6,142.10, counting 
dividends. But the Company considers only the 
guaranteed payments in determining what it owes 
his beneficiary. So $5,598 is subtracted from $10,000, 
leaving $4,402 that the Company owes the bene- 
ficiary. The income continues until this is fully paid. 


Straight Life Annuity Offers Good Return 


Another type of immediate annuity offered is a 
straight Life Annuity. This differs from the Refund 
Life in that no money is paid, under any circum- 
stances, beyond the lifetime of the annuitant. Nat- 
urally, with this condition, the return is larger. 
Here it is, again at age 65 for a $10,000 investment. 


annually monthly 


$744.90 $59.80 
52.81 5.90 


Guaranteed Life Income 
Dividends (1952 scale) 


Total life income $797.71 $65.70 


It will be noted, comparing with the refund on the 
annual basis, that the total annual return on the 
Refund Life is 6.14 per cent of the investment, 
whereas on the straight life it is almost 8 per cent! 

However, probably fifty life refunds are sold to 
every one of straight life. The latter usually appeals 
only to someone who has outlived all his close 
relatives and who has no favorite charity . . . hence 
is willing to take a chance on the company keeping 
some of his investment, in order to get a larger 
guaranteed income. 

A third common type of immediate annuity is the 
Joint and Survivor. This is bought for two people 
(usually a man and his wife) and the guarantee is 
that it will pay as long as they both live, and during 
the lifetime of the survivor. 

Let us look at this from the standpoint of an in- 
vestment by a man 65 and his wife age 63. Each unit 
pays $10 a month guaranteed for life and costs 
$2,396.68. So we can buy 4% units for $10,785.06. 


monthly 


Guaranteed life income $45.00 


(joint and survivor) 
Dividends (1952 scale) 3.00 
Total life income $48.00 


Here again, it is possible for the insurance com- 
pany to keep some of the investment. If this couple 


should be killed together (in an automobile acci- 
dent, for example) at the end of the first year, they 
would have received about $600 and the Company 
would keep the rest of their $10,785.06. 

The annuity that can assure you that not a 
dollar of the principal will ever be retained perma- 
nently by the company is the Refund Life Annuity. 
That’s why this type is more popular than the others. 

In all these annuities (except the Joint and Sur- 
vivor) we have considered male lives only. The fig- 
ures are different (to the tune of about 5 years) for 
females. For example, a woman of 70 who has the 
same amount to invest in a Refund Life or a plain 
Life Annuity that a man of 65 has, will get the same 
income that he does! 


Income Tax Due on Part of Income 


When your annuity is paying you, how do you 
fare in income tax status? The government says you 
must pay tax each year on 3 per cent of your 
consideration. For example, you have paid $10,000 
for a Refund Annuity. You must declare $300 each 
year as taxable income. 

Suppose you are getting $650 each year. Then 
$350 is income tax free (considered a return of your 
principal). When all of these $350’s add up to your 
$10,000, then you have received your investment 
back tax free. After that, you must pay tax on the 
entire income—$650. 

This tax situation is a factor in influencing some 
people to purchase annuities. A man, we’ll say, is 
of such an age that for $100,000 he can get $6,000 a 
year on the Life Refund Plan and pay income tax 
on only $3,000. If he buys government bonds he 
may get $2,500 or $3,000 and pay tax on the full 
amount. 

True, in the latter case, he has the bonds to pass 
on to his beneficiary. But perhaps he has no close 
beneficiary who is dependent. Or possibly he doesn’t 
care to struggle along on a $2,500 to $3,000 (less 
taxes) income from investments, when he can get 
about twice that, with equal safety, by using the 
annuity principle. 

These, briefly, are the commoner types of an- 
nuities, and this is how they work out in operation. 
For some years they have been an increasingly im- 
portant factor in the field of individual investments, 
and they deserve the study of doctors seeking se- 
curity for themselves and their families. 
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HORDER FELLOWSHIP STRUGGLES FOR FREE MEDICINE 


Now completing its fourth year as gadfly to the 
British National Health Service, the Fellowship for 
Freedom in Medicine has become an organization to 
be reckoned with in British medicine. The National 
Health Service may have come to stay, and the 
British populace may like it, but the more than three 
thousand doctors who make up the Fellowship view 
its activities with a microscopic and jaundiced eye, 
and continue painstakingly to lay bare its short- 
comings to the public at large. 

It was because many of the British medical pro- 
fession had grave misgivings about a Health Serv- 
ice which they felt had been introduced precipi- 
tately before detailed conditions of its operation had 
been worked out that, in November, 1948, the Fel- 
lowship was formed as a free association of doctors, 
with the Right Honorable Lord Horder as their 
leader. 


N.H.S. Act Accepted with Reservations 


When the profession accepted the N.H.S. Act in 
May, 1948, they declared that they did so for three 
main reasons: first, because of economic pressure 


from the Minister of Health (then Aneurin Bevan) 
—-since all doctors who wished to accept N.H.S. 
patients were forced to sign contracts with the state 
before July 5 of that year or lose the capital value of 
their practices; second, because the Minister prom- 
ised to discuss and agree upon terms and conditions 
of service under the new health scheme (it was Mr. 
Bevan’s reluctance to follow through on this that 
led to the Danckwerts adjudication on March 24) ; 
third, the profession hoped that in terms of service, 
the agreement would result in improvement in con- 
ditions of practice and facilities for treating pa- 
tients, through the promised provision of Health 
Centers. However, a large number of doctors felt 
that medicine could not be nationalized—that the 
use of the art and the science of medicine must re- 
main a personal matter between doctor and patient. 

The Fellowship then set up as its main goals, 
first, to insist upon the preservation of the highest 
standards of medical practice; second, to protect 
the public and the medical profession from state 
monopoly in medicine; third, to preserve the ethical 
and professional freedom of the individual doctor 
in the service of his patients and to maintain the 
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status of the general practitioner, including his 
financial security; fourth, to oppose all encroach- 
ments by the state on the independence of medical 
educational institutions and to maintain the aca- 
demic freedom of all teachers of medicine; fifth, to 
define the limits of state medicine so as to protect 
the rights of the public and of the medical profession 
in relation to all types of independent practice; 
sixth, to support and protect the character, status, 
and interests of the medical profession generally. 

The Fellowship states that while it believes in the 
principle of a national health service, it is con- 
vinced that the present N.H.S. is destroying the best 
features of clinical medicine which had been built 
up painfully over the years. The Fellowship be- 
lieves that all the remedies for healing should be 
within the reach of every citizen, but it claims that 
these remedies can only be used to best advantage, 
and without waste, if the individual doctor is given 
the necessary time and facilities to arrive at a cor- 
rect diagnosis. 
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Independence of Party Politics Stressed 


The spirit of the movement, according to its 
members, is essentially that of a fellowship. The 
F.F.M. has maintained a strict attitude of inde- 
pendence in relation to party politics. It stands out- 
side the British Medical Association, although the 
majority of its members are also B.M.A. members, 
and the Fellowship supports the B.M.A. in any 
action it takes to further the interests of the profes- 
sion. Its 3,000 medical members are culled from all 
branches of the profession, but they claim strength 
from unity of purpose rather than from numbers. 
The organization is now recruiting lay (nonmedical) 
members. 

The Fellowship issues a monthly bulletin for its 
membership, and on the occasion of Lord Horder’s 
80th birthday last January 7 tendered him a testi- 
monial dinner in London. Leaflets called “‘broad- 
sheets” are also printed at intervals and sent to all 
members of Parliament, pointing out defects in the 
N.H.S. and suggesting remedies. Local district 
meetings are held at regular intervals, and there is 
an annual general meeting in London. 

The Fellowship for Freedom in Medicine claims 


grave concern with the present state of medicine in 
the British Isles. Their position is that those work- 
ing in the profession can see better than those out- 
side of it the fall in the standards of medical prac- 
tice, and the “‘disillusioned and demoralized” state 
of a considerable part of the profession. ‘There are 
already signs that an awakening public is beginning 
to realize the dangers ahead, and to see the declining 
quality of medical care,” says a recent F.F.M. broad- 
sheet. “The public had been told the scheme was 
available to provide for all their medical needs, so 
with full justification have made calls upon their 
doctors for every possible kind of service. Necessary 
medical care has been overweighed by unnecessary 
demands, to the undoubted detriment of profes- 
sional problems and of more serious illness. 

“In the past, patients and their doctors have 
shared a mutual responsibility toward curing ill- 
ness: this is becoming replaced by an attitude that 
it is the responsibility of the state, through the ma- 
chinery of the N.H.S., and therefore through its 
servants the doctors, to overcome disease and to re- 
store good health. The whole basic object of the 
N.H.S. will fail unless this state of affairs is 
remedied.” 


“My advice to you, Mr. Dennis, is to eat, drink, and be merry.” 
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THE FAMILY PHYSICIAN MEETS 


BY WILLIAM 1. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


This is the third of a serves of articles designed to ac- 
quaint the doctor with fundamental principles and 
policies for investing in securities. 


Investing in Growth Stocks 


AN EVER-INCREASING number of investors have adop- 
ted an investment policy which has long-term 
growth of capital as its primary objective. This trend 
has been accelerated in the postwar period, not 
only because rising personal income tax rates have 
been steadily eroding dividend income, but also 
because of the growing number of “sophisticated” 
or informed investors who wish to hold sound stocks 
for appreciation over a period of years, rather than 
seek quick speculative profits based on “tips” or 
*thunches.” A recent survey made for the New York 
Stock Exchange by the Brookings Institution re- 
vealed that 28 per cent of all holders of listed stocks 
—the largest single class of stockholders—pur- 
chased their shares for appreciation. This figure is 
undoubtedly conservative, as an additional 10 per 
cent of the nation’s stockholders purchased their 
shares on the recommendation of an adviser such as 
a stock exchange member firm, bank, or lawyer, and 
another 6 per cent bought stocks for the purpose of 
building an estate; both groups very probably em- 
phasized long-term growth of capital. 

An investment policy which stresses the growth 
of capital over a period of years requires the selec- 
tion of stocks from three broad categories: (1) issues 
in industries that have shown consistently larger 
and steadier gains in unit output and profits than 
the economy as a whole, and which give evidence of 
continuing the trend; (2) shares in new industries 
that appear to offer promise of future growth; and 
(3) stocks of dynamic companies which demonstrate 
their ability to capture an increasing share of the 
market for their product or services. A list of in- 
dustries that have shown marked growth trends over 
the past twenty years may be readily compiled from 
a study of a few pertinent economic statistics, such 
as those in the following tabulation which show 
trends in production (in relation, 1929=100) for 
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ten leading industries, compared with industrial 
corporations as a whole for selected periods. 


Industry 1929 1932 1937 1947 1951 
100 47 131 511 747 
100 85 126 238 345 
100 78 127 184 223 
Rayon textiles. .........-+ 100 264 615 789 
Telephone......+-00+se00% 100 87 97 175 228 
Total industrial prod........ 100 53 103 170 200 
Anthracite coal..........+. 100 67 70 77 55 
Automobiles... 100 25 85 77 116 
100 53 71 84 77 
Wool textiles. ............ 100 112 83 67 
Zine 100 34 96 136 147 


The table shows that the first five industries— 
aluminum, electric power, oil, rayon textiles, and 
telephone—produced from 2.2. to 7.9 times more 
goods or services last year than they did in the 
**hoom” year 1929, compared with 2 times for in- 
dustry as a whole. None of the last five industries on 
the other hand—anthracite coal, automobiles, rail- 
roads, wool textiles, and zinc mining—was able to 
produce last year as much as 1.5 times its 1929 
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output, and in fact three of the five produced sub- 
stantially less than in 1929. 

It can also be seen that four of the first five in- 
dustries showed marked depression-resistant char- 
acteristics. In 1932, at the bottom of the depression, 
all except the cyclical aluminum industry operated 
substantially above the level attained by industry 
as a whole, while only two of the last five industries 
were able to outperform the general economy. On 
the recovery in 1937 the first five industries, with the 
exception of telephone, attained new peaks in out- 
put and showed considerably better gains over their 
1929 levels of production than did the economy as a 
whole. However, the last five, except for wool tex- 
tiles, failed to achieve their 1929 rates by 1937, and 
in fact only one—zinc mining—was able to attain 
its 1929 rate in the postwar boom year 1947, even 
though business as a whole was producing 70 per 
cent more than in 1929 and the first five industries 
were producing from 75 to 515 per cent more. Dur- 
ing the past four years, all of the first five industries 
showed substantial gains in production and “out- 
performed” the industrial average by good margins, 
but three of the last five continued to decline and 
only automobiles showed a worth-while increase. 

The first five industries show definite growth 
characteristics: (a) consistently better-than-average 
gains in production than the economy as a whole, 
and (b) resistance to cyclical downturns in business, 
due in large part to the basic upward trend in 
demand for their products or services. On the other 
hand, three of the last five industries—anthracite 
coal, railroads, and wool textiles—are on a definite 
downward trend and the other two—automobiles 
and zinc mining—have lagged considerably behind 
industry in general. 


Postwar Investment Experience 


Investment experience with “growth stocks” 
during the postwar period has yielded generally ex- 
cellent results. For example, five representative 
groups of growth stocks—consisting of three rayon 
yarn issues, thirteen chemicals, five ethical drugs, 
eighteen oil stocks, and eleven television equities— 
have appreciated from 45 to 96 per cent over the 
past five years, compared with a gain of only 34 per 
cent for the stock market as a whole, as measured by 
Standard & Poor’s average of 420 industrial stocks. 
Furthermore, at least three of the five groups of 
growth stocks showed larger advances than did the 
general market throughout the three-year period— 
1947 through 1949—and all five growth groups have 
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outperformed the market in each of the past two 
years. 


Selecting Stocks for Growth 


Putting an investment policy of long-term growth 
into practice may be best illustrated by taking an 
actual example. In August of this year a doctor with 
an annual income of around $25,000 who met all 
the “investment prerequisite” tests—(1) ample 
capital to finance his practice, (2) home and office 
equipment paid for, (3) adequate insurance, and 
(4) a cash reserve fund to provide for contingencies 
—desired to invest $25,000 with long-term capital 
appreciation as his primary objective. He men- 
tioned to his broker a number of industries that 
have shown good growth trends in the past, such as 
the ones referred to earlier in this article. After some 
discussion, the following portfolio was drawn up: 

Price Indicated 
Shores Company 8-5-52 Dividend Cos? 


35 American Viscose $2.50 $2380 
70 Columbia Broadcasting... 1.60 2520 
190 Consolidated Engineering. 0.40 2470 
55 Federated Dept. Stores... 2.50 2420 
70 1.85 2590 
50 Mathieson Chemical...... 2.00 2350 
60 Minnesota Mining & Mfg.. 1.00 2580 
75 Chas. Pfizer & Co........ 1.00 2475 
40 Pure Oil 2.50 2600 100.00 
160 Southern Co........5+++ 0.80 2400 128.00 


Total $24,785 $1,005.50 


Income 


$ 87.50 
112.00 
76.00 
137.50 
129.50 
100.00 
60.00 
75.00 


Indicated annual return approximately 4 per cent 


American Viscose not only affords a participation 
in the rayon industry, which as we have seen has 
shown an excellent growth trend over the past 
twenty-five years, but also in the newer acrylic (a 
wool-like synthetic) fibers as well as in nylon. Co- 
lumbia Broadcasting was chosen as a medium for 
investing in the rapidly expanding television broad- 
casting field, and Kroger for representation in the 
growing food chain business. Mathieson Chemical 
was selected as an expansion-minded company in 
the expanding chemical industry; Pfizer for partic- 
ipation in the spectacular ethical drug field; Pure 
Oil for representation in both oil and natural gas and 
Southern Company as the choice among the utili- 
ties because its service area is growing at a better- 
than-average rate. Federated Department Stores 
was picked as a company which has shown its ability 
to capture a steadily growing share of the country’s 
total department store sales. Minnesota Mining 
represents a company which has compiled a brilli- 
ant growth record based on new product develop- 
ment and whose large research expenditures sug- 
gest continuation of the upward trend. Consolidated 
Engineering, considerably below the other issues on 
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a quality basis, represents a speculation in the new 
field of specialized electronic devices and instru- 
ments. 

All of the issues selected possess growth charac- 
teristics arising out of (1) established products 
which enjoy a steadily rising demand, such as oil 


and electric power, (2) new products or services, 
such as television broadcasting, which are still in 
the early stages of development; (3) a constant flow 
of new products resulting from large research ex- 
penditures; or (4) unique and successful manage- 
ment policies. 


ECONOMISTS FIND AGAINST COMPULSORY INSURANCE 


Anatysis of the economic aspects of compulsory 
health insurance, plus recommendations, feature an 
article “Compulsory Health Insurance: The Eco- 
nomic Issues,” by a team of economic theorists, 
Rita Ricardo Campbell and W. Glen Campbell, 
formerly of the economics staffs of Tufts College 
and Harvard University respectively. Mr. Campbell 
is now on the economics staff of the United States 
Chamber of Commerce, Washington. 

The article, which appeared in a recent issue of 
the Quarterly Journal of Economics, published at 
Harvard, points up major arguments for and against 
any compulsory plan, as follows: 

For compulsory health insurance: (a) it will raise 
the level of national health; (b) it will provide medi- 
cal care for a large percentage of the population 
which cannot afford to pay for it; (c) its adoption 
will remedy the present unequal distribution of 
medical manpower and health facilities. 

Against the plan: (a) Government should not 
compel people to spend money on any particular 
service unless that service cannot be obtained in any 
other way, or unless the government can provide 
the service more efficiently than private enterprise; 
(b) costs are too high; (c) quality of medical care 
deteriorates under a compulsory insurance plan; 
(d) doctors will not accept it. 

After exploring each of the arguments except the 
one that doctors will refuse to work under such a 
plan, which they dismiss as not an economic issue, 
the authors conclude that, at least in the near future, 
compulsory health insurance should not be adopted 
in the United States. 


U. S. Health Level Ranks Among Highest 


Our general level of health, they state, while far 
from perfect, compares favorably with that of other 
countries. The best health program at the moment, 
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therefore, would be to improve the existing system 
of health care, with constant objective study as to 
where health deficiencies lie, and the success with 
which they are being met. 

They point out that voluntary health insurance 
plans are constantly expanding in benefits and 
coverage. Furthermore, study of compulsory health 
insurance programs in other countries show, they 
state, that medical costs increase greatly where such 
plans have been adopted. “It would be interesting 
to know,” they declare, “how large a percentage of 
the population would favor compulsory health in- 
surance if told it would cost a payroll deduction of 
from six to eight percent.” Compulsory health in- 
surance is estimated in different fashion from other 
insurances, they point out, with rate based on the 
income of the individual covered, and with no re- 
lation to risk involved. In this sense, it is more ac- 
curate to describe the contribution as an earmarked 
tax than as an insurance premium. 


Plan Would Lower Quality of Care 


Noting that most doctors oppose compulsory 
health insurance, the writers claim that the basic 
argument of the profession (that quality of medical 
care deteriorates under a compulsory system) is 
valid, since great increase in demand for medical 
attention strains existing personnel and facilities to 
the point that time and thoroughness devoted to 
each case must be reduced. 

**Some who may be seriously ill may not feel that 
they can allot the necessary time to waiting and 
either obtain a doctor outside the insurance scheme, 
or do without, or, perhaps, resort to telephone con- 
sultations,” they conclude. “A good part of the 
doctors’ time may be spent dealing with cases of 
little or no consequence for which medical care 
would not have been sought before it became free.” 
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CAN YOU AFFORD TO DIE? 


BY ERNEST W. FAIR 


“I’M ALL set now . . . I’ve made enough to take care 
of my wife and family in the style they’re accus- 
tomed to, and it’s all safely invested to assure them 
a good income for life!” 

How many business and professional men have 
made that statement this very day? Chances are 
that you’ve heard it recently in your own circle of 
business acquaintances. 

But in at least nineteen out of twenty such cases, 
the thoughtful head of the house will have over- 
looked a number of the hidden factors that mark 
careful estate planning. Accumulation of assets is 
only the start in providing future security for the 
wife and youngsters. 

An invisible mortgage hangs over the estate of 
every doctor reading this. It’s made up of the hard- 
to-detect elements in estate shrinkage. Inflation, for 
example, can defeat the whole purpose of planning. 
Taxes, too, inflict a terrible toll on the widow’s 
mite. Add to that the many obligations that must be 
paid promptly at the time of a death and it’s easy to 
see why expert estate planning is important. 


The record books are full of sad illustrations of 
the failure of important men to provide for payment 
of cash obligations due at their deaths. Frank Knox, 
former Secretary of the Navy and publisher of the 
Chicago Daily News, devoted his life to building 
that great newspaper for his family to carry on, but 
left insufficient cash to meet immediate expenses 
and the paper had to be sacrificed to meet obli- 
gations. 

Frederick C. Gruen, the watch manufacturer, 
left just $318 in cash to meet $194,272 in estate 
obligations. 

There are several basic and expensive mistakes to 
be avoided in creating an estate. The first of these is 
to underestimate the value of one’s taxable estate. A 
common misconception is that estate taxes start at 
$120,000. In most cases they actually start at 
$60,000, and it doesn’t take too long for an estate to 
get beyond the $60,000 mark. 


Joint Ownership Must Be Proved 


One reason many men tend to underestimate 
what they’re worth is that they figure joint owner- 
ship with their wife reduces tax obligations by one- 
half. That just isn’t so. The wife must first prove that 
joint accumulation of assets arose from her actual 
contribution of one-half of those assets. It’s not 
enough just to have been a good wife and help-meet. 

Here are the items your estate includes for tax 
purposes: cash owned by you; cash owned by 
another person but in your possession; all bank ac- 
counts in your name; accounts in which your name 
is used jointly with that of another person; maturity 
value of insurance on your life for which you paid 
premiums either directly or indirectly; some (or 
all) of the value of insurance on the life of another 
person for which you paid premiums; maturity 
value of accident insurance; market value of bonds 
and stocks held singly or jointly; taxable value of 
business interests owned individually or jointly; 
value of real property owned singly or jointly ; value 
of royalties and mortgages; all property in your 
office or home; value of property given to another 
person, even if a gift tax was paid; value of future 
rights which you may receive as a gift; value of any 
property or rights you may receive from trusts or 
inheritance; value of future savings from invest- 
ment income; value of capital gains on present or 
future assets. And so on. 

Belief that joint ownership will exempt you is a 
big pitfall. In ninety-nine cases out of a hundred, 
Uncle Sam will put full value on one’s estate— 
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that’s true of real estate, of bank accounts, and of 
other assets. 

It’s wrong, too, to figure real estate and other 
assets at the prices paid for them. The government 
appraises them at the time of your death and the tax 
is figured on their value at that time. It’s not accept- 
able, either, to appraise your business or practice at 
book value. Ask yourself, “If I wanted to sell my 
practice, office, and clinic today, what would be a 
fair asking price?” The answer will be the taxable 
figure. 


Inflation May Alter Estate Tax Value 


Mistake Number Two is to underestimate the 
death tax value of the estate. We live today in an 
inflationary trend which may extend further. The 
$60,000 estate tax base which prevails today could 
be changed by Congress next year to $30,000. 

A third error is to underestimate or overlook the 
other cash obligations of the estate. This includes 
all amounts that have to be paid by the estate inde- 
pendent of and in addition to death taxes—such 
things as expenses of the last illness, funeral costs, 
compensation for an administrator or executor, fees 
for attorneys, accountants, and appraisers, court 
expenses, accrued income taxes, possible tax de- 
ficiencies for past years, unpaid bills, expense of 
liquidating assets that must be sold to raise cash. 

Such total general cash obligations other than 
estate taxes usually amount to between 10 and 20 
per cent of the gross estate. Yet failure to realize 
this is one of the most flagrant errors in estate plan- 
ning, and results in exposing to potential financial 
insecurity the families of ninety-three out of a 
hundred business men. 

When you get a realistic estimate of your estate’s 
taxable value and add this to general cash obliga- 
tions, you may be amazed at the total. If part of the 
estate has to be sold to meet the obligations, it sel- 
dom brings a fair price, since potential buyers 
realize it’s a forced sale. 

Overestimation of capital remaining after death is 
mistake Number Four. Only cash can be used to 
meet death taxes and general cash obligations. If 
this takes all the capital there is, the family may 
have tough sledding until income from investments 
starts coming in. 


Appoint Investment Adviser for Family 


Still another error is failure to provide for loss of 
your own investment experience by selecting some- 
one to advise your family and prevent capital loss 
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YOU'RE RICHER THAN YOU THINK— 
PROVE IT WITH THIS CHART 


(Here are some of the assets subject to estate taxes) 


1. Cash owned by you outside of the business, ac- 
counts in banks, savings banks, etc... . . . . .$ 
2. Maturity value of life insurance on your life, and 
death benefits of accident insurance, if any. . .$ 
3. Bonds and stocks, approximate value (do not de- 
4. Interest in close corporation(s), partnership(s), or 
personally owned business firmls) ..... $ 
5. Real estate, approximate today’s market value 
(do not deduct mortgages, ifany) ...... $ 
6. Property in your home (furniture, rugs, silver, jewel- 
ry, antiques, art works, automobiles, etc.) . . .$ 
7. Other assets such as mortgages, debts, claims, 


rights, royalties, patents, etc. . . ... $ 
8. Value of clinical, laboratory, and office equip- 


9. Value of medical practice and good will. . . .$ 

10. Expected additions to present assets from inherit- 
ance, trust funds, and other sources. . . . . « $ 
TOTAL 


from unwise investment. It’s a good idea, as well, to 
indicate what capital assets should be sold in case 
of emergency. 

Provision of too little spendable income for your 
family is still another estate weakness. During your 
lifetime every liquid thousand dollars can be in- 
vested to yield $50 to $60 a year. Estate taxes, gen- 
eral cash obligations, and liquidation losses can 
easily reduce these thousand dollar units to six to 
eight hundred dollars. With these, the widow can 
manage only conservative investments yielding 
about $24 a year, and further reduced by income 
taxes. 

All these factors, it’s well to remember, affect 
even the small estate that comes under the mini- 
mum estate tax amount. As the gross amount of the 
estate becomes smaller, indeed, these factors be- 
come even more important, since, in a small estate, 
every dollar is more important than in a large 
estate. 

But on the other hand, providing too much tax- 
able income for the family is also a mistake. If you 
arrange for income to go to a certain beneficiary 
even in years when the beneficiary has adequate in- 
come from other sources, the double income only 
makes for higher income tax brackets and reduces 
spendable income. 
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If there are children to be considered, it’s impor- 
tant to consider the second estate shrinkage in case 
of the wife’s death. If both husband and wife are 
killed in an accident, but the wife survives by a 
minute or so, two estate taxations can result. Such 
a situation can be averted by a proviso that the 
estate goes to the wife only if she survives thirty 
days (or any other length of time) after the hus- 
band’s demise. 

Contrariwise, it’s important to take into consider- 
ation the possibility that the head of the house may 
survive the wife. 

Additional mistakes involve overlooking estate 
shrinkage at the death of children, and overlooking 
future radical social or economic changes. Last of 
all, don’t assume that a well-planned estate can be 
created without an expert’s help. 


Know Your Life Insurance Policies 


Since life insurance forms an important part of 
an estate, it’s valuable to know exactly what you 
have, and to check on it at frequent intervals. Ascer- 
tain whether or not your policies contain features 
which might cause the taxable value to become 
higher than the face value. If they do, have them 
changed. At the same time, be sure your policies 
don’t have settlement arrangements useful only in 
normal times but financially disastrous in case of 
serious inflation or war. 

The nature of any business arrangement in which 


“. .. and if | am re-elected, | promise . . .” 


the doctor may have partnership investment also 
requires close scrutiny. It’s good procedure to fix 
the value of such partnerships by arrangement prior 
to death. So also is provision of life insurance to 
pay off a partner’s interest. 

Precaution should be taken to point out which 
investments ought never be sold hastily. It may 
even be advisable to replace them with more liquid 
investments or to make arrangements for their sale 
before death. 

In drafting a will, speak of percentages of the 
total estate rather than of dollar amounts. The 
reason should be obvious—dollars are subject to 
shrinkage and can change a widow’s secure future 
into a mighty insecure one. 

If you check again all the assets that will be 
counted into your estate and figure how their 
values will be determined, you’ll probably discover 
that estate-wise, you’re richer than you thought you 
were. At the same time, you may discover that the 
estate is not nearly so safe as you had supposed. If 
you look carefully, you’ll probably find some sort of 
invisible mortgage that can make the estate more 
of a liability than an asset to your survivors. 

No doctor who has given his life’s efforts to pro- 
vide safety and security for his family wants to feel 
he has worked in vain. Make sure your will is both 
legally valid and financially practical. Plan your re- 
serves so wisely that you can say at any moment, “I 
hope to live for many more years, but if I should 
pass on next month, I know I can afford to die!” 


| 
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POSTGRADUATE EDUCATION 


VIA WIRE RECORDER 


BY E. P. FROMM, M.D. 


AsoutT four years ago it became apparent to the 
Education Committee of the Southwestern Ohio 
Society of General Physicians (headquarters Cin- 
cinnati) that general practitioners were, on the 
whole, extremely interested in keeping medically up 
to date by attending seminars on new subjects and 
in reviewing old topics by way of new theories. At 
the same time, it was recognized that something 
would have to be done to assist doctors unable to 
attend such seminars because of geographical dis- 
tance or professional demands. 

The result is a library of more than 300 wire re- 
cordings dealing with the most efficacious known 
therapy on every conceivable subject, ranging from 
Recent Advances in Surgical Treatment of Abdomi- 
nal Tumors to Psychotherapeutic Attitude Towards 
Anxiety and Defenses. The recordings are mailed 
out to any interested physician for an extremely 
nominal sum and the recipient can thereby con- 
tinue postgraduate education in his own home and 
at his own convenience. 

The society settled on the wire recorder tech- 
nique after a thorough investigation of visual-aural 
aids in education indicated that this method was the 
most practical for disseminating information from 
the instructor directly to the listener. Recording 
with the wire apparatus is extremely simple, dupli- 
cation from the master wire is easily accomplished, 
and the spools of wire are small, sturdy, easily 
shipped. Library storage even for large numbers of 
them is easily facilitated. 


P. A. SYSTEM 
LOUDSPEAKER 


MODERATORS 
MICROPHONE 
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A sound engineer “mixes” tone and volume to proper 
consistency for good listening as he monitors wire 
recording of panel discussion for medical library. 


P.A. System Tie-in Used in Large Room 


When the program was started, two popular mod- 
els of wire recorders were obtained and equipped 
with long-cable lapel microphones. In the begin- 
ning the seminar audiences were fairly small and 
the system worked without a hitch. However, as 
audiences grew, it was necessary to move from a 
smaller room intoa large medical school auditorium, 
and to use a public address system. The recorders 
were then modified so that connections could be 
made with the public address system (Figure 1). 

To accommodate a moderator plus a panel of dis- 
cussants, five microphones were connected to the 
public address system. The moderator’s mike led 
directly to the public address system; the other four 
were coupled to the system through a “mixer box,” 
so that individual variations in volume could be at- 
tained as needed. Thus the large audience at hand 
was served by the tone and volume controls of the 
public address system, so that, though the speak- 
er’s tone, timbre, or clarity might be poor, it could 
be improved electronically. 

From the public address system, electronic con- 
nections to the wire recorders brought the sound 
for further monitoring by the recorder controls, so 
that good reproduction could be obtained. So, no 
matter what speech idiosyncrasy the speaker might 
dream up, the recorded speech was sure to be of 
acceptable quality. 

This statement must at once be qualified. There 
were occasional snafus. A couple of times, on play- 
back, we found that because of a superheterodyne 
radio receiver in use elsewhere in the building, an 
excellent scientific monologue was superimposed on 
Arthur Godfrey’s nonscientific comments, with 
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somewhat ludicrous results. Arthur was quickly 
eliminated by installing condensers across the 
power terminals in the recorders. 


Duplications Made To Send Out 


In order to keep the original recording intact, 
duplications were made for use by the lendee. We 
achieved the duplications by using one machine as 
a recorder and the other as a speaker. In this way, 
the master wire was never exposed to the possibility 
of erasure by some borrower who was a complete 
amateur at operating this type of equipment. Dupli- 
cations were made only of recordings requested for 
loan, so that too much multiple storage space 
would not be needed. 

We discovered that old adhesive tape cartons 
made storage for master wires and duplicates supe- 
rior to the boxes produced by the recorder manu- 
facturer especially for that purpose. 

The speakers’ podium which held the micro- 
phone, was constructed on a rotating T.V. table. 
In this way, the microphone was always in correct 
position for both speech recording and for the 
P.A. system, no matter whether the speaker was 
facing the audience directly, or turned to the 
screen to discuss a projection. 


Popularity of the library has surpassed the fond- 


est hopes of the Education Committee of the South- 
western Ohio Society of General Physicians. The 
method is facilitating spread of new theories and 
techniques on a multitude of medical subjects with- 
out direct attendance at seminars. The committee 
hopes that the Commission on Education of the 
American Academy of General Practice may even- 
tually give credit toward postgraduate educational 
requirements to the borrower from this library, on 
the correspondence course basis mentioned in the 
Secretary's Newsletter in the November, 1951, issue 
of GP. 


Listing of Recordings Now Available 


A new catalog listing all subjects recorded to 
date was issued in May, 1952. That catalog can be 
obtained by writing to $.0.S.G.P. Library, c/o 
E. P. Fromm, M.D., 286 W. McMicken Ave., Cin- 
cinnati 14, Ohio. 

Beginning with the first seminars of the 1952-53 
season, recordings will be available on tape at either 
7.5 or 3.25 speed, as well as on wire. Physicians in- 
terested in obtaining brochures or recordings of cur- 
rent seminars can have their names put on the mail- 
ing list to receive notification of forthcoming meet- 
ings. The recordings of them can then be requested 
from the library two weeks after the seminar is held. 


REGISTERED NURSES COMPLETE CENSUS 


Of 496,200 nurses in the United States, Alaska, Hawaii, and Puerto Rico who replied to 


questionnaires for the 1951 Inventory of Professional Registered Nurses, 334,733 indicate 
that they are actively engaged in nursing. New York State is revealed as having the largest 
nurse population—67,614, of which 43,762 are active. 

Of all active nurses, the inventory reveals, the largest proportion, 36 per cent, are 20-29 
years of age and 46.5 per cent are married. Among inactive nurses, 36.5 per cent (the 
largest proportion) are 30-39 years of age and 85.9 per cent are married. Approximately 
6.6 per cent of all active nurses are employed by Federal agencies. 

The inventory report, available from the New York City headquarters of the American 
Nurses’ Association, represents the second canvass conducted by the organization, for the 
purpose of determining the number and location of professional registered nurses, both 
active and inactive, in the United States and her territories. Supplementary data was ob- 


tained on marital status, age, sex, and type of position. 
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THE CLINICAL ASSOCIATE 


BY PAUL WILLIAMSON, M.D. 
University of Tennessee 


For several years the University of Tennessee has 
been interested in developing some type of per- 
sonnel that could be of real assistance to the busy 
rural physician. Many present day rural practices 
are assuming the characteristics of large business 
and are somewhat departmentalized. It is cer- 
tainly true that few physicians have been able to 
secure entirely adequate help in the operation of 
their busy medical program. 

Many men find it necessary to depend on poorly 
trained young women for performance of the 
majority of office tasks. This is in no sense a 
criticism of this personnel for, by and large, they 
do their jobs better than could be expected. We 
do feel, however, that many medical practices are 
growing so large that executive direction might be 
useful. 

Here is a memo delineating a proposal now being 
examined by the university: 


In exploring the problem of adequate assistance for 
the busy rural physician, we have tried a radical de- 
parture from the normal course and are pleased to report 
unqualified success. Some years ago, while overwhelmed 
with a country practice, a number of discussions were 
held regarding means of getting assistance. The follow- 
ing idea recurred constantly: 

Why not get a man who had wanted to be a physician 
or who had been interested in science but who was un- 
able to carry out his plans? There are thousands of 
such men. It was proposed that a person be found who 
was older but who had retained his interest in things 
medical and who had been successful in business life. 

We felt that a person of this type would have to be 
paid from five hundred to seven hundred and fifty 
dollars a month, but with constant reading and study, 
he could advance to the point where his assistance 
would be invaluable. It was proposed that such a person 
be trained in the following fields: 

1. Business administration of the office. 

2. Laboratory techniques. (For the busy rural prac- 

tice, a girl assistant should be provided.) 

3. X-ray. 

4. Physiotherapeutic techniques. 

5. Minor dressings and other minor office and hos- 

pital procedures. 

6. Office psychology. 

7. Collections. 
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We report herewith on the activities of two such men: 

1. Mr. Al Wolfle. Age, 38. This man had completed 
premedical study but was unable to go on to medical 
school because of finances. He joined Braniff Airways 
and in a period of six years worked himself up to the 
position of employment manager for the entire airline. 

It was proposed that Mr. Wolfle join our practice 
after making a study of x-ray and laboratory techniques. 
He assented. The one thing that became most apparent 
(and was most unusual) upon his entry into the office 
was the fact that he was not working purely for the 
salary, but that he was just as interested as we in getting 
a good job done. He became an avid reader and his 
field of knowledge of x-ray and laboratory procedures 
enlarged so fast that it became difficult for the doctor to 
keep up with him. This, admittedly, was hard on, but 
good for the doctor. 

Within a matter of weeks, all business aspects of the 
office were being handled by Mr. Wolfle, and collections 
improved more than enough to pay his salary from the 
increase. Soon, too, all buying was done by Mr. Wolfle 
with a slight monetary saving but a great saving in time 
to the doctor. 

Ordinarily, patients like, but do not form strong at- 
tachments for subsidiary personnel. Mr. Wolfle abruptly 
reversed the situation. Patients appreciated the genuine 
personal interest he took in them and felt, as we did, 
that his judgment was to be relied upon and that he was 
not just working at a job for money. 

Next, he took up minor physiotherapy and became 
an expert at it with much reading and a little profession- 
al instruction. The doctor shared his interest and soon 
a busy physiotherapy department was in operation. 

Throughout the practice, there were many little jobs 
that would have been called affectionately “‘scut work” 
by another doctor, but which Mr. Wolfle enjoyed doing. 
It is my impression that this man took more work off 
the shoulders of the doctor than another physician 
would have done. 

Patients acquired much confidence in him, in spite 
of the fact that he reminded them constantly that he 
was Mr. Wolfle and not a doctor. Many times they dis- 
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cussed with him in great detail their problems, and some 
of these histories, taken quite involuntarily, are excellent 
psychosomatic studies. 

Of necessity, Mr. Wolfle had to be paid good money. 
During our association, he averaged about $750 per 
month. It is my belief that he was worth every penny 
of it. 

2. Mr. L. C. B. Age, 40. Mr. B. had been, of all things, 
a disk jockey in Buffalo, New York. He had always had 
some interest in things scientific and, although limited 
to a brief year of college instruction, read a great deal. 
He had, in his youth, been an accountant, and was 
very interested in the business aspect of medical prac- 
tice. It was proposed that he go into a medical office for 
intensive training and then assume active management 
of a small clinic. 

He did this, and, like Mr. Wolfle, immediately 
showed an intense personal interest in the work. He 
learned quickly, and soon threatened to outstrip the 
doctor in laboratory procedures; however, x-ray was 
his chief source of interest. Mr. B. secured a series of 
books or roentgenology and, in addition to doing what 
neighboring roentgenologists called superb work, began 
interpreting films for his own amusement. Within a 
matter of three months he had forced the doctor to 
spend several hours each week secretly “boning up” to 
keep pace. 

This man, like his predecessor, because of his age, 
his innate dignity, and his thorough and deep interest 
in patients, was accepted rapidly into the community 
and, in the eyes of the patients, assumed a prestige 
equal to that of the doctor. At no time did he try to 
assume the perogatives of a physician and none of the 
patients were allowed to think that he was a doctor. 

He became especially interested in medical histories 
and helped to devise a “‘check-off” history form which 
he ran through with every patient for whom it was indi- 
cated. While these did not obviate the necessity of a 
history by the doctor, they were splendid time savers. 


PRosPEcTIvVE members of the African Witchdoctors Association must be able to divine the 
future by reading bones, and also show knowledge of secret herbs, says the Canadian Press, 
adding that the Association, recently formed, has now applied for official recognition. 


now being trained abroad as specialists in various health fields are 650 individuals from all 
parts of the world who have received fellowships from the United Nations and its affiliate, 


Along with running the business aspects of the clinic 
and supervising laboratory and x-ray, he became quite 
interested in what we were doing regarding psychoso- 
matic illness. He was a good listener and the uninten- 
tional therapy of his “‘just listening” did much good. 
Occasionally, he was a real help in solving such a 
problem. 

In summary, both he and Mr. Wolfle served in the 
capacity of “man Friday” about the busy office. Each 
did his work better than any form of medical help that 
we had ever seen. Each was worth as much as, or more 
than he was paid. 


It is my firm belief that the clinical associate 
forms the best answer yet devised to the problem 
herein stated. In the average rural practice, no 
trained personnel is available and one is faced with 
the problem of training his own associates. It 
would seem foolish to hire cheap help when one 
good man can greatly increase the value of the 
physician’s services and do much to further good 
relationships between the office and the patients. 
It simply boils down to the age-old business princi- 
ple that good men are cheap at the price one has 
to pay to get them. 

After some deliberation, the University has de- 
cided to hire such a man to work in the General 
Practice Program. We are considering seriously 
the possibility of devising a training course to pre- 
pare such personnel to function in a busy rural 
office or clinic. We would appreciate an expression 
from physicians as to the possible merits of this 
program. 

In all fairness, it must be said that this is not an 
original idea. There are approximately fifty men 
currently employed in the United States in this 
capacity. 


the World Health Organization, under impetus of the Technical Assistance Administration’s 
expanded program. The recipients received the assistance in securing special skills and ad- 
vanced techniques with the proviso that on completion of their courses they return to their 


homes to put into practice what they have learned. 
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Just Off The Press! 


Textbook of 


ii 


Edited by H. F. MOSELEY, M.A., D.M., M.Ch. (Oxon), F.A.C.S., 
F.R.C.S. (Eng.), F.R.C.S. (C), Assistant Professor of Surgery, McGill 
University; Associate Surgeon, Royal Victoria Hospital, Montreal, Canada. 


With Foreword by G. GAVIN MILLER, M.D., C.M., M.Sc., F.R.C.S. 
(C), F.A.C.S., Chairman of the Surgical Department, McGill University; 
Surgeon-in-Chief, Royal Victoria Hospital, Montreal, Canada. 


396 Pages 


460 Illustrations 


Price, $15.00 


26 in color and 46 color inserts 


Even in the literature these days, one is aware of 
the growing importance of the “family doctor” 
in medicine. The one who needs more than a 
“smattering of knowledge” in all the specialties. 
For it is the GP who needs a “philosophy” of 
medicine—in addition to the art and the science 
of so many subjects. 

Even if you do little or no surgery—although 
chances are you are now doing more than you did 
before—you need to know when surgery is to be 
recommended and what the surgeon did when 
you take up the post-operative care of your pa- 
tient. And for the basic, sound, principles of sur- 
gery—not just technique, our new Textbook of 
SURGERY is what every GP has been searching 
for. 

Complete integration of an enormous amount of 
material has been achieved by 22 Collaborators— 


all members of the Surgical Department of the 
Royal Victoria Hospital and of the Departments 
of Neurosurgery, Obstetrics and Gynecology, and 
Pathology at McGill University. It emphasizes 
two aspects for success in surgery—visual aid, 
and brevity of description. 

Textbook of SURGERY offers a new and far 
more practical approach to the many problems 
of surgery than is to be found in any other book. 
Men who know each other well and who work 
together daily have collaborated as a well-knit 
team. They pooled their knowledge and their 
experience—and have produced a book of opera- 
tive procedures developed only by tried techniques. 
A book that covers background and “reasons 
why”—in addition to technique—which should 
raise the standards of surgery wherever it will 
be used. 


Use Order Form Below to Send For Your Copy! 


The C. V. MOSBY Company 


3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me: 


Textbook of SURGERY—$15.00 
Enclosed find check. 


(0 Charge my account. 
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Che Practitioner's Bookshelf 


Postgraduate Medicine ond Surgery. Surgical Forum, Ameri- 
can College of Surgeons. Pp. 667. Price, $10.00. W. B. 
Saunders Company, Philadelphia, 1952. 

This volume consists of the report of the papers of the 
1951 Clinical Congress of the American College of 
Surgeons. About ninety of the papers are reported 
completely, the remainder are given in abstract form. 
The large majority of the papers are experimental in 
the areas of biochemistry and physiology. It is inter- 
esting to observe the intense interest the surgeons are 
applying to the areas of chemistry and physiology, and 
the diminution in interest in “cutting.” Some of the 
papers reported here will be of immediate practical 
application, the others will require interpretation, appli- 
cation, and further experimentation in the field of 
human surgery and physiology. This volume, of course, 
contains some of the finest and latest experimental 
studies in the surgical and related fields. The work is a 
reflection of the high caliber of thinking and work being 
done in America by our surgical colleagues at this time. 

The only recommendation the reviewer can make re- 
garding the purchase of this book is that any considering 
themselves interested should review the contents care- 
fully to see what subjects, and what parts would be of 
particular interest. For those who want to keep ahead 
of contemporary surgical thinking, this volume will 
be stimulating and fascinating browsing. 

—Sraney R. Truman, M.D. 


Liver Injury. Edited by F. W. Hoffbauer. Pp. 232. Price, 
$3.00. The Josiah Macy, Jr., Foundation, New York, 
1951. 

This volume is another very illuminating report on 
the Ninth Conference on Liver Injury. It is in six sec- 
tions with free discussions and well-documented ref- 
erences. The sections include: Correlation of Hepatic 
Function and Structure Based on Liver Biopsy Studies; 
Clinical Aspects of Hepatic Vascular Physiology; 
Studies of Hepatic Lymphatics; The Escape of Lipid 
from Fatty Cysts in Experimental Dietary Cirrhosis; 
Kwashiorkor; Vitamin By, Folic Acid, and the Lipo- 
tropic Agents. 

The discussions are very informal. The very great 
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interest stimulated in the lipotropic agents is well sum- 
marized. This volume shows the vast amount of pure 
scientific work that goes to make up the clinical con- 
clusions that we use daily in our practice. 

The conference is based on the presentations of fifteen 
scientists from interrelated fields. There is an original 
presentation of the title subject, and then a most re- 
freshing informal discussion of each paper. These dis- 
cussions are most enlightening and reveal the deep 
scientific devotion of these men to the subject matter. 


—AnpreEw S. Toms, M.D. 


The Cyclopedia of Medicine, Surgery, Specialties. Edited by George 
Morris Piersol, M.D. and Edward L. Bortz, M.D. Price, 
$150.00. 14 Vols. with index. F. A. Davis Company, 
Philadelphia, 1952. 

Every practicing physician has a personal library 
made up of books and periodicals. With the exception 
of certain monographs and other short books, the books 
in a personal library are for reference purposes, and the 
periodicals are the doctor’s refresher courses. He could 
get along for periods of time without the periodicals, 
but he would have a hard time getting along without 
his books. 

One problem with reference books is keeping them 
up-to-date. Medicine progresses rapidly these days, 
and reference material has to be supplemented frequent- 
ly or entirely replaced. In view of this need, therefore, 
it is not surprising that the publishers of The Cyclopedia 
of Medicine, Surgery, Specialties have issued their latest 
edition in loose-leaf form. The chief advantage of this 
style of publication is that the doctor doesn’t have to 
worry about renewing the material on his reference 
shelf—he simply pays the publisher an annual sum, 
and the publisher sends necessary revisions. From the 
look of The Cyclopedia, from the list of editors and con- 
tributors (it reads like a ““Who’s Who” of American 
Medicine), and from the reputation of the F. A. Davis 
Company, it can safely be assumed that the annual re- 
visions will be good ones. 

It is impossible to review a work of this kind by read- 
ing it. However, it can be tested in other ways for 
authoritativeness and freshness. It meets these tests 
splendidly. In addition it admirably fulfills its editor’s 
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in the office... 


sick people 
need nutritional support 


acute or chronic, mild or f 


design—a complete reference library in one single 
unit.” 

Finally, it would be idle to describe format, illustra- 
tions, binding, and other related features. If you have 
any thought of buying The Cyclopedia, its price will 
make you want to see such details for yourself. But it 
can be predicted that you will be pleased with what you 
see. —Huvceu H. Hussey, M.D. 


Fundamentals of Psychiatry. By Edward A. Strecker, M.D. 
Pp. 250. Price, $4.50. J. B. Lippincott Company, Phila- 
delphia, 1952. 


The author dedicates this, the fifth edition, of his 
excellent text to students and practitioners in all areas 
of medicine, and addresses himself to the task of writing 
a book that will provide any physician with a “workable 
picture of the field of psychiatry” obtained in compact 
form and in a minimum of time. 

There is the usual historical material and a careful 
delineation of the field of psychiatry with general medi- 
cine, including emphasis on important trends in psy- 
chiatric thinking. Most helpful is a thorough exposi- 
tion of the many etiologic factors involved in any psy- 
chiatric illness, with sufficient emphasis on the inter- 
relation of these factors to off-set the tendency of doc- 
tors to think in terms of simple cause and effect. The 
author handles the problem of combined physical and 
emotional predisposing factors in a very clear and 
unmistakable fashion, so that exponents of both views 
will not likely be offended. 

A long, detailed classification of psychiatric illnesses 
is presented, apparently, for the sake of completeness, 
but this will be of doubtful use to the average practi- 
tioner who seldom has need for such an exhaustive 
pinning down of the diagnosis. The book is most 
valuable in its handling of the broad generalities of 
psychiatry, and it would be unfair to expect the author 
to untangle such a complicated thing as present-day 
psychiatric nomenclature. Some very interesting and 
valuable material on methods of examining a psychiatric 
patient is presented. Fortunately the author emphasizes 
the importance of descriptive phenomena, one aspect 
of the psychiatric work-up which has been wrong- 
fully neglected in some modern texts, and which is most 
valuable especially for those who do not specialize in 
psychiatry. The various syndromes are discussed under 
three broad headings: organic psychoses, toxic psy- 
choses, and the functional disorders. 

Due recognition is given to the somatic aspects of 
mental illness and the author is able to say, we just 
‘don’t know,” when he should. In exploring the func- 
tional illnesses, dynamic psychoanalytic principles are 
explained in a simple and sufficiently comprehensive 
manner. This provides a good example of how psycho- 
analytic contributions can be integrated into the body 
of general psychiatry. 

This edition is improved by the addition of chapters 
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on “Psychosomatic Medicine” and “Psychotherapy” 
which are satisfactory summaries of the important ma- 
terial in these areas. Additional important details of 
practical management are presented in the chapter 
dealing with the nursing problems of the psychiatric 
patient. Familiarity with the material in these three 
chapters should provide the practitioner with a feeling 
of security and competence when called upon to super- 
vise a disturbed patient. 

The author’s position seems genuinely eclectic and 
he represents what we might call the sober, middle-of- 
the-road attitude in psychiatry. One does not get the 
feeling that he has an axe to grind, nor is he violently 
crusading, even though mention is made of the so- 
ciologic implications of present-day psychiatry. How- 
ever, it is noted that in the preface of this edition the 
author makes the statement that “psychiatry has suc- 
ceeded in writing a successful formula for the kind of 
childhood which in adult life will yield a reasonable 
degree of emotional maturity.” This could be ques- 
tioned and, further, we might object, that if such a 
statement is made, then the author might well have 
elaborated this topic further at some point in the book, 
as certainly the general practitioner is in need of sug- 
gestions and sound advice in his work with children. A 
chapter on the practical aspects of sensible parent coun- 
seling would certainly be of more value than the chapter 
on “Psychiatry and War” which, while timely, seems 
a little out of place in a book that purports to present 
the various aspects of psychiatry in a well-balanced 
survey. 

This book is certainly recommended for all physi- 
cians who are interested in understanding something 
about psychiatric illness, and especially for those who 
have despaired of ever finding a textbook that does not 
confuse them with esoteric intricacies, and is not filled 
with unrealistic assumptions. It is an essential part of 
a complete medical library. 

—Epwarp H. Knicurt, M.D. 


International Health Organizations and Their Work. By Neville 
M. Goodman, M.D. Pp. 327, with 53 illus. Price, $6.50. 
The Blakiston Company, Philadelphia, 1952. 


It has been a long jump, in history and in achieve- 
ment, from the first international quarantine meetings 
in 1851 to the Third World Health Assembly of 1950, 
but here is an immensely complete, comprehensive, and 
readable account of that century’s attempts to meet, 
in some spirit of agreement, the vast variety of health 
problems of mutual concern to mankind. 

Dr. Goodman, a Britisher, is admirably suited to 
his task. He discusses the need for international 
health, the history of quarantine, the evolution of 
international health organizations, regional health or- 
ganizations, and voluntary agencies in the international 
health field, with equal authority and dispatch, as 
befits a man who has been Director of Field Services, 
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THE NEW LOOSE LEAF 


CYCLOPEDIA or MEDICINE, SURGERY, SPECIALTIES 


GEORGE MORRIS PIERSOL, Editor-in-Chief EDWARD L. BORTZ, Assistant Editor 
THE CONSTANTLY MODERN LIBRARY OF MONOGRAPHS 


More than 800 Physicians, Surgeons and 
Teachers representing more than 100 Universi- 
ties throughout the world have collaborated in 
producing the Cyclopedia and are at your call Alton Ochsner Howard A. Brown _ Charles M. Gruber 
24 hoursa day. Archibald D. Campbell James Barrett Brown Henry J. John 


: . Frederick H. Falls Lester W. Burket Frank W. Konzelmann 
COMPLETENESS is a vital feature. Every- Francis L. Lederer William Dameshek __ R. Beverly Raney 


day Medicine, all departments of Surgery, each Robert A. Lyon George F. Dick Henry S. Ruth 


of the Specialties are covered. Trea nt is em- Conrad Berens Victor A. Digilio David M. Sidlick 
wer F aie catment is € Bernard J. Alpers Charles W. Dunn William D. Stroud 

phasized, Kenneth E. Appel Arthur Finkelstein Gilbert J. Thomac _ 

Whenever new developments in any subject J.Burns Amberson, Jr. Paul G.Flothow John H.. Willard 


necessitate the revision of any article or chap- Cow oa 
ter, new pages containing the new material will 
be sent to replace the old pages in the easily 
operated loose leaf binders. 


ASSOCIATE EDITORS 


F. A. DAVIS COMPANY, 1914 Cherry St., Phila. 3, Pa. 


Please send complete descriptive literature on THE CYCLOPEDIA 
F. A. DAVIS COMPANY OF MEDICINE, SURGERY, SPECIALTIES. 


Publishers 
Philadelphia 3, Pa. 
In Canada: THE RYERSON PRESS, Toronto 
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Interim Commission, World Health Organization; 
Assistant Director-General (Acting), World Health 
Organization, and lecturer on International Health at 
both the London School of Hygiene and Tropical 
Medicine, and the Royal Institute of Public Health. 

In the past hundred years governments have been 
increasingly aware of the concerted consideration and 
action needed on a large number of medical subjects— 
control of epidemics, facilitation of trade and travel 
through international quarantine regulations, setting 
up of international standards for penicillin and other 
drugs, and international assistance in improving health 
services in war-ravaged or backward countries. 

Some of the problems aren’t new. Quarantine needs 
date back to the Middle Ages when pious Mohamme- 
dans, making the sacred pilgrimage to Mecca, spread 
cholera, plague, and smallpox over the Middle East, 
from where it was relayed to Europe and America. In 
the interim, many agencies, official and otherwise, have 
been set up to deal with epidemic disease, much study, 
effort, and money have been expended, and much suc- 
cess has been achieved. 

The creation of the World Health Organization after 
World War II, as a specialized agency of the United 
Nations, marked a considerable advance in the evolution 
of health organizations. For the first time there was 
created a single, world-wide, intergovernmental body, 
with specific responsibilities far greater than any of 
its predecessors enjoyed, and even quasi-legislative 
powers for the adoption of conventions, agreements, and 
international regulations. At the same time, it has no 
supranational powers binding on any nation. 

Like Calvin Coolidge’s preacher and sin, we are all 
against disease, want to rid the world of it. Today’s 
scientific achievements make it potentially possible to 
do so—though progress in this area is mixed with, and 
dependent upon, political and economic developments. 

Should control of disease become reality, the author 
wisely points out the possibility of the World Health 
Organization’s taking a leading role in the study of the 
effects of its work, and then directing its energies toward 
two great remaining problems, population pressures, 
and human behavior in relation to war. 


—Rutu Q. Sun 


Diseases of the Nose, Throat and Ear. By I. Simson Hall, 
M.D. Pp. 463. 5th Ed. The Williams and Wilkins Com- 
pany, Baltimore, 1952. 


This volume is superbly written, compact, and to 
the point in its descriptive detail, but with many of 
the time-consuming details of nose and throat surgery, 
which are of no particular interest to the general prac- 
titioner, abbreviated or eliminated. 

The author, who had some years of experience as 
a general practitioner before arriving at the peak in 
his specialty, greatly understands the general prac- 
titioner’s need for certain knowledge of the diseases of 
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the nose, throat, and ear. He has magnificently demon- 
strated in this volume his ability to write the essentials 
we general practitioners need, and he has omitted the 
pages of excess details which may never come within 
our scope. 

From the introduction on page one, with the dis- 
cussion of examination equipment, to the very last chap- 
ter which includes a number of formulae (prescriptions 
to us), the use of what I term “easy English,” makes the 
reading of the book and the understanding of what the 
author intends to convey to his readers, a pleasure. The 
printing is in easy-to-read type with all of the subheads 
in extremely dark type. Illustrations and color plates 
are plentiful and are excellently reproduced. 

I wish to call particular attention to page 141 on 
the function of the tonsil and also to pages 164-165 on 
the author’s “summary of the indications for tonsil- 
lectomy and adenoidectomy.” These pages may answer 
many questions which have disturbed general practi- 
tioners, as well as many specialists, these past few 
years, and they may be the answer to lay periodicals as 
to why and when T and A’s should and should not 
be done. 

This volume is primarily for the student and general 
practitioner and this, I believe, accounts for its sim- 
plicity and readability. Especially so is the short ana- 
tomical description preceding each section, recalling 
only the main features of the part under discussion, and 
with the feeling from the author that the reader will 
avail himself of more comprehensive works on the sub- 
ject where fuller description is desired. 

This fine volume would be an asset in any medical 
library, and particularly in that of the general prac- 
titioner. —I. Pumurs Frouman, M.D. 


Cybernetics. Edited by Heinz von Foerster. Pp. 240. Price, 
$4.00. The Josiah Macy, Jr., Foundation, New York, 
1952. 


Because of the accelerating rate at which new knowl- 
edge is accumulating and because discoveries in one 
field so often result from information gained in quite 
another, channels must be established for the relevant 
dissemination of this knowledge. 

The Macy Foundation is to be congratulated for 
gathering together authorities from many different 
fields—physicists, mathematicians, electrical engineers, 
psychiatrists, sociologists, and cultural anthropologists, 
who all share the common belief that one can and must 
attempt communication across boundaries that separate 
the various sciences. 

The reader is amazed and intrigued by their ability 
to remain in touch with each other, to sustain the dia- 
logue across departmental boundaries, particularly 
across the gulf between natural and social sciences. 
This is not a book in the usual sense, nor a well-rounded 
transcript of a symposium. The reader, as it were, is 
listening in on unrehearsed conversations revolving 
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...may be needed to accelerate recovery in 
microcytic hypochromic anemia. This is particularly 
true when the anemia is the result of blood loss. In such 
cases, you will want to prescribe not only iron but 
all the elements known to be essential for the 
development and maturation of red blood cells. 
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around the problems of communication and of self- 
integrating mechanisms. 

This volume gives us one of the few concerted efforts 
at interdisciplinary communication, a problem which 
is a very real and urgent one, the most effective advance- 
ment of the whole of science being to a large extent 
dependent upon it. The informal and lucid presentation 
of this most unusual and timely subject make this vol- 
ume excellent reading for anyone interested in science. 

—Frank A. Finnerty, Jr., M.D. 


The Hair and Scalp. By Agnes Savill, M.D. Pp. 316. Price, $5.50. 
4th Ed. The Williams and Wilkins Company, Baltimore, 
1952. 


This small volume has been entirely revised and 
brought as “up to date as the antihistamines and anti- 
biotics will allow.” It is easily read and thoroughly in- 
formative. The title of the book does not do it medical 
justice, but instead would seem to relegate it to the 
study of the barber or cosmetologist, which is an injus- 
tice to its scientific value. 

The relationship between diseases of internal medi- 
cine, endocrinology, dermatology and metabolic dys- 
functions, as they affect the hair and scalp, are clearly 
discussed. The book covers the field from “‘falling hair” 
in the aged to the multiple dermatoses, and discusses 
each subject in an erudite manner. 

Dr. Savill has given the practitioner of medicine scien- 
tific proof that much hope can be given the hyper- 
sensitive patient with a malady of the hair or scalp, if 
the physician will investigate this disturbing symptom 
and follow it by a list of possible causes. 

About twenty formulas are included in the appendix 
for ready reference as topical agents for such conditions 
as itching scalp, dry scalp, and oily hair. 

—Joun R. Benper, M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many reviews of 
books as possible, space will not permit the review of all books 
received from publishers. 


The Medical Clinics of North America. Symptoms, Psychology 
in Medicine. Pp. 600. W. B. Saunders Company, Philadel- 
phia, 1952. 

Surface and Radiological Anatomy. By A. B. Appleton, 
M.D., W. J. Hamilton, M.D., and Ivan C. C. Tchaperoff, 
M.D. Pp. 332. The Williams and Wilkins Company, Balti- 
more, 1949. 

The Medical Clinics of North America. Endocrine and Metabolic 
Disorders. Pp. 601-907. W. B. Saunders Company, Phila- 
delphia, 1952. 

The Medical Clinics of North America. Recent Advances in 
Medicine. Pp. 909-1,200. W. B. Saunders Company, Phila- 
delphia, 1952. 

Elementary Medical Statistics. By Donald Mainland. Pp. 
327. Price, $5.00. W. B. Saunders Company, Philadel- 
phia, 1952. 
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A new and completely revised edi- 
tron of a manual thousands consid- 
er their lible on fractures... . 


COMPERE & BANKS’ 


PICTORIAL HANDBOOK 
OF 


FRACTURE TREATMENT 


New 3rd Edition—Just as the title indicates, this is a pictorial 
presentation (with text) of today’s accepted techniques for 
reduction and immobilization of fractures, both open and 
closed. You are shown and told the exact treatment of 
fractures, dislocations, epiphyseal separations, sprains and 
associated conditions. Injuries to every part of the skeletal 
system are covered. 

Every chapter has been brought up-to-date. Some have been 
completely rewritten. Latest concepts and techniques are 
included. New pictures have been added to keep the book 
at the peak of proficiency in serving the practitioner and 
surgeon. 

By Edward L. Compere, M.D., Sam W. Banks, M.D., 
Clinton L. Compere, M.D., Northwestern University 
Medical School. 424 pages. 223 illustrations. $6.50. 


YOUMANS’ BASIC 
MEDICAL PHYSIOLOGY 


SOMETHING Just Published'!—This new book is 


designed, (1) to help physicians who 
NEW... 


wish to re-establish their basic back- 
ground in physiology; (2) to provide 
SOMETHING 
DIFFERENT 


a practical refresher course in prepa- 
ration for State Board or Specialty Board 
examinations. Simplified, but not elemen- 
tary, it presents latest concepts of the basic 
body processes which explain the signs and 
symp of di By W. B. Youmans, 
PhD., M.D., University of Wisconsin. 
436 pages; 117 illustrations. $7.50. 


The Year Book Publishers, Inc. 
200 East Illinois Street, 
Chicago 11, Ill. 


Please send the following books, 
postpaid Sor ‘ase 
on. 


Year Kook 


PUBLISHERS 


(C0 Pictorial Handbook of Fracture Treatment 
Basic Medical .$7.50 


Name. Street 
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Consider the diagnosis. 


McNEIL 


1. McCracken, J.P. et al: Gout: Still a Forgotten Disease, 
J.A.M.A. 131:367-372 (June 1) 1946. 


* msiderations in the Man- 
agement of Arthritis, Pennsylvania M.J. 51:729-738 
(April) 1948. 
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... GOUTY ARTHRITIS 


Arthritis which occurs acutely or subacutely and is associated 
with complete remission “‘should be considered gout until 
proved otherwise.” 

In early attacks especially, states Freyberg,’ “gouty arthritis 
may be difficult to differentiate from other forms of acute 
arthritis. In such instances the therapeutic test with colchicine 
should be employed.” 


Each Tablet Cinbisal contains: 


0.3 Gm. (5 gr.) 
Ascorbic Acid 


So dramatic is the response to Cinbisal that it 
may well be employed as a therapeutic test in the 
diagnosis of gouty arthritis. Cinbisal promotes 
urate elimination via the kidneys and relieves pain 
promptly. 


SUGGESTED DOSAGE: 
One or two tablets every four hours. 


SUPPLIED: 
Bottles of 100 and 1000 tablets 
(Engestic ® coated green.) 


SAMPLES ON REQUEST 


*Trademark of McNeil Laboratories, Inc. 
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Investigation of anew approach to the treatment 
of peripheral vascular diseases and hypertension 
has established the practical value of hydrogenated 
ergot alkaloids. 


Development of these alkaloids in the 
Sandoz Laboratories, study of their properties 
and evaluation of their usefulness by clinicians 
are the groundwork for the therapeutic appli- 
cation of Hydergine. Hydergine is an equipro- 
portional mixture of dihydroergocornine, di- 
hydroergocristine and dihydroergokryptine as 
methanesulfonates. These substances are produced 
by hydrogenation of several naturally-occurring 
alkaloids which comprise the ergotoxine group.* 


Pharmacology and Therapeutics: The ex- 
ceptional value of Hydergine in vascular diseases 
fests on its ability to attack these diseases through 
several actions. Lowering of peripheral resistance 
and vasodilatation result from an interplay of both 
central and peripheral actions: 


a.) centrally—sedative effect and dampening of 
impulses from the vasomotor center. 


b.) peripherally — adrenergic blockade (This 
enhances the centrally-induced effects. ) 


¢.) vagal stimulation—resulting in bradycardia. 


By reason of the latter action Hydergine is free 
of the disadvantage which characterizes other 
adrenergic blocking agents, namely the increase in 
heart rate which accompanies the administration 
of the latter agents. 


In therapy of hypertension and/or vascular 
disease Hydergine affords a frank drop in blood 
pressure, relief of subjective symptoms and im- 
provement of peripheral and coronary circulation ; 
the slowing of heart rate allows more efficient 
diastolic filling 


In some hypertensives the benefit obtained is 
largely from improvement of cerebral blood flow, 
thereby relieving subjective symptoms (tinnitus, 
dizziness, headache, visual disturbances etc.) . This 
isoftenas important asa reduction of blood pressure. 


Hydergine — A New Product and New Approach 
To Peripheral Vascular Diseases 


For details on Clinical Applications request brochure ; address: 


S andoz harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 


Specific Indications: Hypertension ; Raynaud's 
disease, acrocyanosis, frostbite; Buerger’s disease, 
thrombophlebitis, arteriosclerosis obliterans. 


Days 0 20 40 60 80 100 120 140 160 180 


Hydergine Dosage Placebo 
200 Systolic 
| 

180 Y Y Y 

YY YUL. 

Blood * 
160 bresure 

Y Z we 

Yj Yi Yj 

| IM Diastolic = 

100 t 


Dosage and Administration: 

Peripheral vascular disease: 1 to 2 cc. i.m. daily 
or every other day, according to need. Continue 
medication until clinical evidence of improvement. 

Hypertension: First — preliminary injection 
test is given to determine what degree of therapeu- 
tic effect can be expected in the particular patient. 


Procedure: have patient recline for 30 minutes ; 
take a basic B.P. reading; inject 1 cc. Hydergine 
im. and note the degree and duration of drop in 
B.P. Marked response, lasting for several hours, 
is a sign of labile hypertension; a lesser response 
may indicate need for higher therapeutic dosage. 


Therapeutic Dosage: if the test showed good 
response, start with 1 cc. i.m. 3 times per week. If 
test repsonse was slight, start with 1 to 2 cc. every 
one to two days. Dosage must be adjusted upward 
as necessary for each patient to obtain the optimal 
maintenance effect. 


Form Available: Ampuls 1 cc., containing 
0.3 mg. Hydergine. 


*This term is no longer justified for these substances 
the chemical studies Stoll have uncovered three 
alkaloids (ergocornine, epectistine and ergokryptine). 


GENERAL REFERENCES: 


1. NICKERSON, M.: & Hele Therap. 95: 27, 
1949. 2. STOLL, A. and HO lvet. chim) acta 26: 
1570, 1943; ibid. 2070, *ROTHLIN, : Helvet. 
acta 2: C 48, 1944. 4.ORTH, O. ET AL. A roc. 6: 
2; 1947. 5. FREIS, ET AL.: Am. J. M Sc. 216: 163, 1948. 
, BLUNTSCH LI, H. and GOETZ, R.: Am. Heart J. 35: 873, 
POPKIN, R.: California Med. 72: 108, » 1950. 8. 
JOSEPHS, I.: Am, Pract. 4; 71, 1949. 
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Academy Keports and News 


ST. 


Earty in September, the Committee on Scientific 
Assembly met to complete the lecture program for 
the Fifth Annual Scientific Assembly, to be held in 
St. Louis next March 23 to 26. Unfortunately, this 
copy was of necessity written almost two weeks 
before the date of that committee meeting, so it is 
impossible to give our readers the complete pro- 
gram until the November issue. 

However, Dr. Merlin Newkirk, chairman of the 
committee, assures you that the St. Louis program 
will be the best that has ever been developed for an 
Annual Assembly. “Meaty” is the word he used to 
describe it. “It’s all practical, down-to earth medi- 
cine and surgery,” he said, “the kind of informa- 
tion every general practitioner can use in every day 
practice.” It will be, in the opinion of the com- 
mittee, the kind of program that made our first two 
Assemblies (Cincinnati in 1950 and St. Louis in 
1951) so outstanding as to be the talk of the entire 
medical profession. 

Even though the complete program cannot yet 
be announced, it is possible to give you—as a sort 
of “teaser” or a preview of the quality of your St. 
Louis “‘faculty”—the names of a few of the men who 
will appear on the program, together with their 
subjects: 


A. E. Hansen, M.D., Galveston, Tex.—**Rheu- 
matic Fever Problems in Childhood” 

G. R. Rowntree, M.D., Louisville, Ky.—‘‘In- 
dustrial Medicine in General Practice” 

M. P. Neal, M.D., Columbia, Mo.—‘ Diagnosis 
Problems in Pernicious Anemia” 

Cranston Holman, M.D., New York—*Diagno- 
sis and Treatment of Lung Tumors” 

Meyer Naide, M.D., Philadelphia— Diagnosis 
and Treatment of Peripheral Vascular Diseases” 

L. F. Schumacher, Jr., M.D., Houston, Tex.— 


**Spinal Anesthesia” 
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LOUIS ASSEMBLY TAKING SHAPE 


Merlin Newkirk, M.D., chairman, 
Committee on Scientific Assembly. 


David F. Marsh, M.D., Philadelphia—New 
Antihistaminics” 

From this brief preliminary list, you can judge 
the caliber of the men who will bring you “‘practi- 
cal, down-to-earth medicine and surgery” next 
March. Every man on the program is a top name in 
his particular field. Without exception, all of them 
are experienced in lecture platform presentation 
and are guaranteed to keep you interested as well 
as informed. 

During its September meeting, the Committee 
on Scientific Assembly also set up the framework 
of the Scientific Exhibit Section of the St. Louis 
program. We regret that, here too, unchangeable 
press deadlines make it impossible to give you any 
advance information in this issue. But both Dr. 
Newkirk and Dr. Joseph Lindner, who is directly 
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only one application of 


U R A 4 blocks the 


“itch-scratch reflex” 


for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.’> 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der. Not an antihistaminic, not a -caine 
derivative . . . Eurax is virtually nonsen- 
sitizing and nontoxic,'* and, importantly, 
does not lose its effectiveness after con- 
tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*!! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wchnschr. 76:1210, 1946, 
(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 
J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 
49 :1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45:889, 1949. 


*U.S. Pat. $2,505,681 E-43 


Egy GEIGY PHARMACEUTICALS - Division of Geigy Company, Inc. 


220 Church Street, New York 13, New York 
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in charge of scientific exhibits, have advised that 
exhibits will again be selected to closely integrate 
with the lecture program. One or more exhibits 
will present visual applications of each subject 
which you hear on the lecture platform. 


The Hotel Situation 


The first printing of the official hotel reservation 
form appears in this issue of GP. Our warning, now, 
to make your reservation early is no mere formality. 
In 1951, every available hotel room in St. Louis was 
taken. There have been no new hotels built in that 
city during the three years since then. But Academy 
membership has increased materially in that time— 
particularly in the midwest. So if you prefer to stay 
in one of the better hotels, you would be advised to 
fill out and mail your reservation soon after you 
receive the next issue of this magazine. 

There will be no official headquarters hotel— 
Academy headquarters will be in Kiel Auditorium. 


However, all officers and delegates will be quartered 
in the Hotel Jefferson, for greater convenience in 
convening sessions of the Congress of Delegates and 
for meetings of the various reference committees. 


Local Committees 


The St. Louis Academy of General Practice is 
girding itself to handle the problems of local ar- 
rangements and hospitality—a job they did so ef- 
fectively in 1951. Dr. Charles Martin is chairman 
of the General Arrangements Committee, while 
Mrs. N. J. Eversoll, wife of the president of the St. 
Louis Chapter, has accepted the responsibilities of 
chairmanship of the Ladies Entertainment Com- 
mittee. 

These groups have already started laying their 
plans to handle the huge crowds of doctors and 
wives, to the maximum comfort and pleasure of 
everyone who attends the Assembly. 


EVERYBODY Can Get To St. Louis! 


Aerial view of downtown Saint Louis showing Kiel Auditorium in the foreground. 
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‘Eskacillin’ T.M. Reg. . Pat. Oft. 


For Effective Blood Levels 
with just 3 Doses a Day (q8h) 


>= ) 


(250,000 units of procaine penicillin G 
per teaspoonful) 


LARGE doses of oral penicillin permit 
long dosage intervals. Mealtimes do not 
interfere with dosage schedules. 

Your patients sleep through the night. 
Palatable, liquid Eskacillin is available 
in two other strengths: 

Eskacillin 100—100,000 units of 
crystalline potassium penicillin G 

per teaspoonful 

Eskacillin 50—50,000 units of 
crystalline potassium penicillin G 

per teaspoonful 


Smith, Kline & French 
Laboratories, Philadelphia 
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44 of Nembutal’s 


clinical uses 


SEDATIVE 
Cardiovascular 
Hypertension 

e@ Coronary disease 
Angina 

Decompensation 
Peripheral vascular disease 


Endocrine Disturbances 
Hyperthyroidism 
Menopause 


Nausea and Vomiting 
@ Functional or organic disease 
(acute gastrointestinal 
and emotional) 
@ X-ray sickness 
@ Pregnancy 
@ Motion sickness 


Gastrointestinal Disorders 

Cardiospasm 

Pylorospasm 
Spasm of biliary tract 

Spasm of colon 

Peptic ulcer 

Colitis 

Biliary dyskinesia 


Allergic Disorders 

Irritability 

To combat stimulation of 
ephedrine alone, etc. 


e Irritability Associated 
With Infections 


e Restlessness and Irritability 
With Pain 
Central Nervous System 

@ Paralysis agitans 
Chorea 

e Hysteria 

Delirium tremens 

Mania 


Anticonvulsant 
Traumatic 
Tetanus 
Strychnine 
Eclampsia 

Status epilepticus 
Anesthesia 


—the patients who 
represent the 44 uses for eine 


short-acting ombutal, 


Eclampsia 
Amnesia 
If you have yet to investigate all of the applications for short-acting oCumanaee Quen 
Nemputat (Pentobarbital, Abbott), check over the accompanying list. Perhaps + Basal Anesthesia 
it will suggest new uses in your own practice. © Pesteperative Sedation 
Case after case from the 583 published reports shows that adjusted doses of short- PEDIATRIC 
acting NEMBUTAL can produce any desired degree of cerebral depression—from ghenumcaamaiion 
mild sedation to deep hypnosis—and with only about half the dosage pda oe 
flui 
required by many other barbiturates. “y 


e Minor surgery 
Electroencephalography 


« Preoperative Sedation 


Your margin of safety is wide, the duration of effect short. And, since the drug is 
quickly and completely destroyed in the body, there is little 


Obbott Conditions in which suppositories 
tendency toward cumulative effect or barbiturate hangover. may be used. 
For PROMPT SEDATION 
In equal oral doses, when the oral route 
no other barbiturate combines 6 


is not feasible 
QUICKER, BRIEFER, MORE PROFOUND EFFECT 


than NEMBUTAL 


. try 


NEMBUTAL Sodium 
Suppositories 


0.2 Gm. | 0.12Gm.} 60 mg. | 30 mg. 
(3 grs.) | (2grs.) | (ler) | (% ar.) 
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General Practitioners gather. A portion of the family doctors who attended Saranac Lake’s tuberculosis symposium gather for a picture. 
All but three in this group are Academy members. Left to right beginning with bottom row: Drs. Richard P. Bellaire of Saranac 
Lake, N. Y., Mary Suzy Lucas of Erie, Pa., Whitney R. Doane of Springfield, Vt., J. H. Shanklin of Springfield, Ohio, John R. 
Fuller of Richmond, Vt., Samuel Garlan of New York City, and Sarah M. Peyton of Crisfield, Md. Second row: Drs. Howard L. 
Warring of Hartford, Conn., Kurt Lederer of Queen Anne, Md., Leon S. Hirsh of Cincinnati, Richard P. Shapiro of Philadelphia, 
and Kingsland E. Johnson of New Bedford, Mass. Third row: Drs. Hans Levi of Potsdam, N. Y., H. E. Mathay of Youngstown, 
Ohio, Aaron H. Horland of Newark, N. J., Harry E. Karounos of Brooklyn, and Henry F. Johantgen of Rochester, N. Y. Fourth 
row: Drs. Leslie Reimers of Chicago, E. S. Ross of Cleveland, David I. Bloom of Thompsonville, Conn., Mitchell Seltzer of Phoenix- 
ville, Pa., and George M. Cooper of Hamburg, N. Y. Top row: Drs. Merrill M. Cross of Silver Springs, Md., E. G. Kyle of New- 


ton Falls, Ohio, Samuel L. Weir of Minerva, Ohio, John Argue of Wilson, N. Y., and Leonard Felder of New York City. 


Majority of Doctors at Tuberculosis Symposium Were AAGP Members 


Family Doctors Participate in Radio 
Program During Saranac Lake Meeting 


Onty Four of the forty general practitioners who 
attended the recent tuberculosis symposium at 
Saranac Lake, N. Y., were not members of the 
A.A.G.P., according to information received from 
an attendance report. 

The symposium, which was sponsored by the 
Saranac Lake Medical Society, was approved by the 
Academy for formal postgraduate study credit. 
Many of the sessions were panel discussions with 
ample opportunities for the audience to take part. 

During the five-day meeting, a special program 
was presented over radio station WNBZ with 
several well-known Academy members participat- 
ing. Dr. Richard P. Bellaire of Saranac Lake, presi- 
dent of the Adirondack chapter of the A.A.G.P. and 
general chairman of the symposium, was in charge 
of the interview. 
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Appearing with him were 
Dr. Samuel A. Garlan of 
New York City, president of 
the New York chapter; Dr. 
Aaron H. Horland of New- 
ark, N. J., secretary of the 
New Jersey chapter; Dr. 
Mary Suzy Lucas of Erie, 
Pa., an A.A.G.P. member; 
Dr. E. S. Ross of Cleveland, 
chief medical director of the Brotherhood of Rail- 
road Trainmen; and Dr, Frazer Perry, president of 
the Saranac Lake Medical Society. 

While Dr. Garlan was at Saranac Lake he was 
guest speaker at the Rotary Club luncheon. He ex- 
plained the organization and aims of the American 
Academy of General Practice, stressing that for 
continued membership, it is essential for a doctor 
to spend 150 hours in postgraduate study every 
three years. 


Dr. Garlan 
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ACE 


FULL-FOOTED ELASTIC HOSIERY fob 


These exclusive ACE features assure 
your patients handsome elastic hosiery 
which is both comfortable 
and therapeutically correct: 


2-inch adjustable cuff 
holds hose in place 
without constriction — 
no garters necessary. 


Seamless, lightweight, nylon-covered 
latex — two-way stretch provides 
gentle, persistent support to venous tree. 
No binding, no creeping up leg. 


y / nylon toe Fits smoothly 
assures flexibility, ease and se ; without wrinkling — 
comfort without cramping ; no excessive bulk 
of the toes. ae. 5 or thickness. 


fuel 


Full heel assures 
firm anchorage — 
special elastic weave 
provides support and 
prevents swelling. 


ACE Full-Footed Elastic Hosiery is indicated in peripheral 
vascular disease, varicose veins and edema, phlebitis, 
occupational leg cramps and fatigue, edema following healed fractures, 
mild cardiac edema, early lymphedema and other conditions 


requiring support of leg structures. 
ACE, Trademark Reg. U. S. Pat. Off. 9 g PP 9 


Available in burgundy color — 4 foot sizes: 10, 11, 12 and 13. 


DICKINSON AND COMPANY, RUTHERFORD, N. J. B-D 
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The tuberculosis symposium merited praise from 
all the physicians attending. General practitioners 
for many years have voiced a desire for this kind of 
short symposium on tuberculosis based upon the 
type of program used by the Trudeau School in its 
annual month-long course for tuberculosis special- 
ists, but designed for the general practitioner. 


Dr. Scheele Gives Hospital Dedicatory 
Speech in Dr. R. B. Robin’s Home Town 


**A HosPITAL used to be thought of as the end of the 
road—the place where sick or injured people were 
taken when hope of recovery had been abandoned,” 
Dr. Leonard A. Scheele, surgeon general of the 
United States Public Health Service, told his audi- 
ence at the dedication ceremony July 27 of the 
Ouachita County Hospital in Camden, Arkansas. 

Dr. Scheele then pointed out that today the senti- 
ment has changed and such beautiful hospitals as 
this new structure are looked upon as a symbol of 
hope for those who enter. 

Of special interest to Academy members is the 
fact that the A.A.G.P. president, Dr. R. B. Robins 
of Camden, is chief-of-staff of Ouachita County Hos- 
pital which will serve more than 75,000 persons in 


A cornerstone chat. Surgeon General Leonard A. Scheele (right) 
speaks with Academy President R. B. Robins of Camden, Ark., 
in front of cornerstone of Camden’s new Ouachita County Hos- 
pital where Dr. Robins is chief-of-staff. 


Arkansas. The active staff is composed of general 
practitioners. 

Continuing his dedicatory address for the 
$1,500,000 structure, the surgeon general said 
“your physicians expect you to get well and stay 
well.” 

He stressed that curative medicine has a team- 
mate, preventive medicine. People all over the coun- 


size reference catalog. 


Name 


BACK 


SUPPORTS 


Working closely with the medical profession for more than 
60 years, Freeman has developed a line of surgical supports from which you can 
select and prescribe with complete confidence in the suitability of the garment 
for its purpose, quality in its construction and comfort for the wearer. 

The Freeman line of corset-type back supports includes models which provide 
supportive and conservative measures in any required degree up to almost com- 
plete immobilization. This type of support has been found superior in that it can 
be worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 

Mail coupon for details of Freeman quality features and free copy of pocket- 


FREEMAN MANUFACTURING CO., Dept. 510, Sturgis, Michigan 
Please send information about Freeman features and free copy of reference catalog. 


Address 


FOR WOMEN 


City. 


State 
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everyone 
loves a 
fat man 


except 


heart disease 42% 
cerebral hemorrhage 59% 
nephritis 91% 
diabetes 283% 
cirrhosis 149% 
appendicitis 123% 
gallstones 106% 


» Percentage figures apply to overweight men 
and indicate ircreased mortality above that 
expected on the basis of standard experience. 

(Stat. Bull. Met. Life Ins. Co. 32:10:1, 1951) 


When weight control is a consideration, think 
of Cycotin — for double-acting control of normal 
hunger. Cycotin is distinguished for its: 


High content of the satiating non-nutritional bulk 
of hydrophilic methylcellulose (500 mg. per tablet) 
for physiological reduction of appetite, and 


Low dosage of d-amphetamine phosphate (2.5 mg. per tablet) 
for psychologic elevation of mood. 


Dosage: 
Two tablets with water 
three times daily before meals. 


a trusted name since 1860 


Jersey City 6, N. J., Toronto, Ont. 
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try have become aware of the necessity for more 
hospitals and public health centers. 

Dr. Scheele referred to the National Hospital 
Survey and Construction program, sometimes called 
the Hill-Burton program, which helps every state 
plan and construct facilities for the care of the sick 
and for better health. 

Ouachita County is one of some 1,800 communi- 
ties in the country that have planned and worked 
to get a new hospital or health center through the 
National Hospital Program. 


KU Graduates and 46 Out-of-State 
Doctors Plan to Practice in Kansas 


Most of this year’s eight-five University of Kansas 
Medical School graduates are planning to practice 
in Kansas, according to an announcement by Dr. O. 
W. Davidson of Kansas City, Kansas, secretary of 
the state board of registration and examination. 

Besides the graduates, forty-six out-of-state ap- 
plicants have been granted licenses and are moving 
to the Sunflower state to begin or continue their 
medical practice, Dr. Davidson announced. While 
the K.U. graduates will go on to internships in the 
state and elsewhere, the large majority plan to prac- 
tice in Kansas. 

This means Kansas is continuing to draw doctors 
from elsewhere through its rural health program. 
Another factor is the new system whereby the Kan- 
sas Medical Examination Board is permitted to grant 
licenses to applicants from any state provided they 
present qualifications equivalent to those required 
of K.U. graduates. 

This endorsement system has resulted in younger 
doctors coming to Kansas to practice. For instance, 
the average age of the forty-six transferring phy- 
sicians this year, representing twenty-one different 
states from coast to coast, is thirty-three. 

The next few years promise a steadily increasing 
number of medical graduates at the University of 
Kansas. A class of 104 is scheduled to be graduated 
next June, 118 the following year, and 120 three 
years from now. 


English Physicians Prefer “College” 
Title for Family Doctor Organization 


ENGusH physicians are still faced with the problem 
of choosing a title for the proposed organization 
concerned with general practice in England. It will 
be patterned after the A.A.G.P. 


Since a steering committee was set up last year, 
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what 
are 
you 
doing 
about | DIABETES DETECTION? 


This year’s Diabetes Detection Drive will begin with Diabetes Week, November 16-22. 


By joining, or helping to form, a Committee on Diabetes of 
your Medical Society, you can cooperate in the organized 
program to find unknown diabetics in your community. 


As an individual practitioner, you can take an active — and 
essential—part in diabetes detection all year round, by making 
a test for urine-sugar routine for each and every patient. 


P.S. It is only too easy for a busy doctor to overlook 
testing himself and members of his family. 


To screen for diabetes, the simplest method is testing for 
urine-sugar. A test is made of the first specimen voided one 
to three hours — preferably 90 minutes — after a full meal. 
Positive findings of glycosuria are checked by blood-sugar 
determinations. 


During the Diabetes Detection Drive, Clinitest Reagent Tab- 
lets are available to your Medical Society without charge when 
requested from the American Diabetes Association. For in- 
formation call or write the Secretary of your Society. 


BRAND * REG. U. S. PAT. OFF, R E AG E NT TA BLETS 


COMPANY, INC. ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 
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largely through the efforts of Dr. J. H. Hunt, to 
establish an organization comparable to this coun- 
try’s A.A.G.P., eight different titles have been con- 
sidered. Only three—an Academy, a Faculty, and 
a College—met with any general approval. 

Despite the American precedent for using the 
title “Academy,” the term has not found favor in 
the eyes of the British. The term “Faculty” also 
met with disfavor since it was felt that it implies an 
attachment to a more embracing organization with 
the obvious disadvantages. So this narrowed the se- 
lection to “College.” The consensus is that the 
British organization should be known as the College 
of General Practice or a College of General Practi- 
tioners. 

The steering committee has not yet announced 
the criteria for membership, but a preliminary 
analysis has been offered to the profession for its 
consideration. The executive secretary of the Amer- 
ican Academy, Mr. Mac F. Cahal, may visit England 
this fall to assist British general practitioners in the 
organization of their institution. 


St. Louis Chapter Members Answer 
Questions on Professional Problems 


Reactions of general practitioners on a few prac- 
tical professional problems have just been released 
by the Medical Economics Committee of the St. 
Louis chapter of the A.A.G.P. following the tabu- 
lation of answers to questionnaires which were sent 
to all St. Louis chapter members. 

Dr. Frank Weinel, committee chairman, reports 
that approximately 105 physicians answered the 
questionnaire. 

The 11 questions and the answers received are: 

1. What hours do you have? 

65 have night hours. 
32 have no night hours. 
2. Do you favor abolition of night hours? 
65 answered yes. 
25 answered no. 

3. Would it be feasible for you to discontinue your night 
hours? 

40 answered yes. 
57 answered no. 

4. Approximately what percentage of your patients could 
come to the office before 6 P.M. ? 

60 think 75 per cent of their patients could come 
before 6 P.M. 

28 think 50 to 75 per cent could come before 6 P.M. 

9 think that less than 40 per cent could come before 
6 P.M. 

5. Do you have an alternate to answer for you when you 
are unavailable? 

54 answered yes. 
46 answered no. 
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UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning 
September 28, 1953 


Basic Medical Sciences Orthopedics 

| Dermatology Otolaryngology 
Gastroenterology Pediatrics 
Gynecology-Obstetrics Physical Medicine 
Internal Medicine Radiology 
Neurology-Psychiatry Surgery 
Ophthalmology Urology 


Following completion of the above 
basic courses students may become can- 
didates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 
The Dean, Graduate School of Medicine, Room 236 
University of Pennsylvania, Philadelphia 4, Pa. 
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with measured-dose applicator 


PRECEPTIN vaginal gel contains the active 
spermicidal agents p-Diisobutylphenoxy- 
polyethoxyethanol and ricinoleic acid in 
a synthetic base buffered at pH 4.5. 


Orth t 10 c 


6. Would you be willing to give reciprocal service on an 
equal basis with a fellow practitioner of your choice? 
76 answered yes. 
24 answered no. 
7. Do you restrict your telephone calls to a specific hour? 
4 answered yes. 
98 answered no. 
8. How do you suggest that the general practitioner spend 


| less time on the telephone during his office hours? 


Most of the doctors suggested that the secretary 
screen as many of the calls as possible and let the 
emergency calls through. 

9. In the event of an extended disability of one of your 


| fellow members, what is your attitude toward assuming a 
| part of his practice? 


84 said they would be glad to help. 
9 said they would not help. 
6 were uncertain as to what they would do. 
10. Do you work by appointments? 
17 answered that they did. 
82 did not work by appointment. 
11. What is your reaction toward detail men during office 


| hours? 


72 had a favorable attitude toward detail men. 
26 regarded them unfavorably. 
1 was undecided. 


|| Ohio Medical Seniors Show Interest 
_ In Being Rural Areas’ Family Doctors 


Ouro State University Medical seniors displayed 
their interest in becoming general practitioners and 
settling in rural areas by their large voluntary at- 
tendance at lectures this year sponsored by the 
Committee on Rural Health of the Ohio State 
Medical Association. 

The lectures, given to encourage well-qualified 
students to take up general practice, were con- 


| ducted in the evenings at the school with attendance 


on a voluntary basis and no college credit was given. 
The students apparently felt that the material pre- 
sented filled a real need in their educational career 
since they attended in large numbers and some 
brought wives and sweethearts with them. 

Dr. J. Martin Byers of Greenfield, chairman of 
the Committee on Rural Health, and Dr. Edmond 
K. Yantes of Wilmington, a member of the com- 
mittee, volunteered to serve as lecturers. 

Both men presented down-to-earth information 
on selecting a place to practice, type of service en- 
countered, hospital connections and emergencies, 
economics of a rural practice, and the physician 
and his community. 

The lectures were the culmination of several 
years effort on the part of the Committee to present 
facts on small community medical practice. Previous 
activities to encourage general practice included 
several surveys by the committee to determine the 
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thinking among students, interns, and residents 
regarding small-town general practice. Also, three 
years ago the Ohio State Medical Association Rural 

Medical Scholarship was established. 


Mid-South Physicians Select Courses 
To Be Given at Postgraduate Sessions 


Mip-soutH physicians are being given an oppor- 
tunity to select the postgraduate courses to be of- 
fered by the postgraduate department of the Uni- 
versity of Tennessee medical units. | 

Questionnaires have been sent to all Tennessee | 
physicians and others within a 150-mile radius of | 
Memphis in Arkansas, Alabama, Missouri, Ken- | 
tucky, and Mississippi. The survey is being car- | 
ried out by a co-ordinating committee of physicians | . 
that is working with the University. a 

Committee members are Dr. W. T. Satterfield of | 
Memphis, representing the Tennessee chapter of | a 
the A.A.G.P. and the Memphis chapter; Dr. Nicho- | 3 
las Gotten, member of the Memphis and Shelby | 
County Medical societies; and Dr. J. Paul Baird of | 
Dyersburg, Tenn., representing the Tennessee | 
State Medical Association. | 


Ortho Kit® 


contents: Ortho-Gynol® vaginal jelly 
(regular size tube) 
Ortho® Creme vaginal cream (trial size tube) Tm 
Ortho® Diaphragm (coil spring) } 55 mm. to 
Ortho® Diaphragm Introducer } 95 mm. 


Ortho® White Kit 


contents: Ortho-Gynol vaginal jelly ube) 
(regular size tube) 
Ortho Creme vaginal cream (trial size tube) 
Ortho®-White Diaphragm (flat spring) 
55 mm. to 95 mm. , 


New York and Boston Universities 
a Offer Special Postgraduate Courses 


Two eastern universities are offering postgraduate | 
courses, beginning this month, which will be of |] 
interest to general practitioners. 

The departments of medicine of Boston Univer- | 7 
sity School of Medicine and the Massachusetts | 7 
Memorial Hospitals announce a course of clinical 
lectures and demonstrations for practicing phy- | § 
sicians on Wednesdays from 2 to 4 p.M., October 22 |§ 
to April 29, 1953. A full 50 hours of instruction will 
be given and the course will comply with the re- 
quirements of the A.A.G.P. so that attending Acad- 
emy members can receive study credit. 

A second course is now underway at the State 
University of New York, Syracuse. This is its annu- | 
al fall postgraduate course in medicine and electro- Ortho-Gynol vaginal jelly — ricinoleic 
cardiography. The program began October 2 and | acid 0.75%, boric acid 3.0%, onyquiae- 


will continue each Thursday through November 20. 
noxypolyethoxyethanol 1.00%. 


with the most 
widely prescribed 
vaginal jelly and cream 


Ortho Creme vaginal cream —ricinoleic 
Health Commission Told Patients Can't - acid 0.75%, boric acid 2.0%, sodium 


Afford To Go Long Distances to Doctor lauryl sulphate 0.28%. 


PaTIENTS can’t afford to go thirty or forty miles to a 
doctor, cr to have the doctor come that distance to 
them, Dr. Wilburt C. Davison, dean of Duke 
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of diarrhea 


In controlling common diarrheas, Kaopectate 
has a simple and direct physical action. 

By physical adsorption, Kaopectate removes 
causative agents—bacteria, toxins, and other 
irritants. Kaopectate coats and protects intesti- 
nal mucosa. Kaopectate consolidates the stool. 


* 


Each fluidounce contains: 


Dosage: Adults—2 or more tablespoonfuls after each bowel 
movement, or as indicated. 


Children—1 or more teaspoonfuls according to age. 
* Trademark, Reg. U.S. Pat. OF. 


Medicine . . . Produced with care. . . Designed for Health 


THE UPJOHN COMPANY, KALAMAZOO. MICHIGAN 


> 
He 
Available in 10 fluidounce bottles. oe) 


University School of Medicine, told a panel of the 
President’s Commission on the Health Needs of the 
Nation August 11 in Washington. 

‘There has been a lot of talk the past few years 
about a doctor only being needed in a central mar- 
ket area—the patient can come thirty or forty miles 
to a doctor,” he said. Dr. Davison challenged the 
statement by pointing out that it would cost fifty 
cents a mile if the doctor had to travel such a dis- 
tance to make a call. 

During his appearance before the commission, 
the school dean said it was nonsense to say that 
this country does not need more doctors and he 
made a special plea for rural areas. 

‘We could use 500 more M.D.’s in North Carol- 
ina right now,” he said. “Our weakness is not get- 
ting enough rural boys. We practice a kind of 
discrimination against them. They can’t qualify for 
medical school because their high school and col- 
lege background is weak.” 

He said that he’d applied to thirty-one founda- 
tions for grants to give special pre-medical training 
to rural boys and had been turned down. He 
stressed that only four per cent of Duke’s medical 
students came from country areas. 

Dr. Davison enlarged upon his subject of rural 
doctors by stressing that the training most needed 
by them was in pediatrics, obstetrics, and psychia- 
try rather than so much surgery. He advocated that 
small rural hospitals be set up to fill these needs 
and equipped to take care of highway accident vic- 
tims, with broken bones, rather than with elaborate 
operating rooms. 

Another of the panel members was a dissenter to 
Dr. Davison’s proposal on the assumption that if 
a doctor received $4 for an office call but $100 for a 
tonsillectomy, he would be doing tonsils. 

No final consensus on the subject was divulged. 


AAGP Members Hold Special Posts 
In Ohio State Medical Association 


SERVING under Dr. Harve M. Clodfelter of Colum- 
bus, who is the new president of the Ohio State 
Medical Association, are two Academy members 
who were named district councilors for the organi- 
zation. 

Dr. James R. Jarvis of Van Wert was elected 
councilor of the third district. He is a member of 
the Academy, the Ohio chapter of the A.A.G.P., 
and a past president of the Third District Medical 
Society. 

Councilor of the sixth district is Dr. Carl A. 
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DIASAL LOOKS LIKE SALT 
DIASAL TASTES LIKE SALT 


DIASAL POURS LIKE SALT 


DIASAL IS SAFE..... 


fer your low-sodium~diel patient 


DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 

In addition to its fine salt taste, it contains glutamic 
acid to bring out the natural flavor of each food 
—and it can be used in cooking. At the same 

time its high potassium content protects 

your patient against potassium depletion, 

a hazard of low-sodium diets.' 


“Of all the products [salt substitutes] studied, 
DIASAL most closely approximates 
sodium chloride in... pour-quality, 
appearance and stability.” 


Contains No Lithium - No Sodium - No Ammonium 


Cc :p ium chloride, gl ic acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 
It is contraindicated only in severe renal disorders and oliguria. 


DIASAL—in 2-o0z. shakers and 8-oz. bottles at all pharmacies. 


Samples, literature and pads of low-sodium diets available on request. 


1. Fremont, R. E.; Rimmerman, A. B., and Shattel, H. E.: Postgrad. Med. 10:216, 1951. 
2, Rimmerman, A. B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 
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Gustafson of Youngstown, who is active in the 
A.A.G.P., as well as the state and local chapters 
of the Academy. 

Dr. Paul A. Davis of Akron, a past president of 
the Academy, will assume office as president of the 
O.S.M.A. in April, 1953 during the annual meeting 
in Cincinnati. 

Cincinnati’s Dr. Earl C. Van Horn is chairman 
of the section on general practice succeeding Dr. 
P. B. Wiltberger of Columbus. Both men are 
Academy members. 


Appointment of Paul Davis to A.M.A. 
Committee Made by Board of Trustees 


Acapemy past president, Dr. Paul Davis of Akron, 
Ohio recently was appointed a member of a com- 
mittee to study and encourage the development of 
case-finding methods according to an announce- 
ment by the A.M.A.’s Board of Trustees. 

The committee, whose first meeting was sched- 
uled for September, is composed of Dr. Davis, Drs. 
Walter B. Martin of Norfolk, Va., Leonard W. Lar- 
son of Bismarck, N. D., David A. Wood of San 
Francisco, Louis A. Buie of Rochester, Minn., and 
Sidney J. Shipman of San Francisco. 

Appointment of the committee came after Dr. 
Shipman, who is president of the National Tuber- 
culosis Association and chairman of the Council of 
the California Medical Association, discussed the 
matter with the Board of Trustees some time ago. 
He urged the A.M.A. to encourage the develop- 
ment, in the offices of physicians, of case-finding 
methods of a type even more effective than the val- 
uable services now provided by voluntary agencies 
and departments of public health in mass surveys. 

“The purpose of the proposal,” he said at the 
time, “is to elevate further the level of medical care 
rendered to the people of the United States.” 


Three Postgraduate Courses for Family 
Doctors Announced by Utah University 


THREE postgraduate courses, all designed for the 
family doctor are scheduled this fall at the Univer- 
sity of Utah, Salt Lake City. 

A course in neurologic examination and diagno- 
sis is being given October 6-11. It covers the more 
practical phases of neurologic problems which the 
general practitioner encounters in his practice. 

Traumatic surgery will be covered in the second 
course which will be held November 5-8, and the 
third course will be on congenital heart disease 
November 19-22. 
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DAY Each tablet contains: 
Tablets 


Ys gr........Sodium Pentobarbital 
Phenobarbital 


Benzocaine 
Aluminum Hydroxide... ... 
Give t.i.d. a.c. Give at 10 P.M. 


“IRWIN, NEISLER & CO., DECATUR, ILL. 
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Dainite Doinite 
Tablets 
4 
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a potent vasodilator 


Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 
and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
Ciba Pharmaceutical Products, Inc. 
Summit, New Jersey 


Priscoline hydrochloride 

(brand of benzazoline hydrochloride) 

is available as tablets containing 25 mg., 
as elixir containing 25 mg. per 4 cc., 
and in 10-cc. multiple-dose 

vials containing 25 mg. per cc. 

Issued: Tablets, bottles of 100 and 1000; 
Multiple-dose vials, cartons of 1; 

Elixir, bottles of 473 cc. 

(approximately 1 pint) 
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Medical News in Small Doses: 


VicE-SPEAKER of the Congress of Delegates Norman 
Booher of Indianapolis has been elected District 
Commander of Indiana’s Eleventh District Ameri- 
can Legion Post. It’s been 24 years since the Indi- 
ana district has had a doctor serve in this capacity. 
Dr. Booher and Dr. Lester Bibler, also of Indian- 
apolis, served as delegates to the national con- 
vention of the American Legion in August. ... 
Victoria, Texas’ Andrew Tomb is a new member of 
Current Medical Digest’s editorial board. He is serv- 
ing as a consultant in general practice. Dr. Tomb 
joins Drs. Stanley Truman of Oakland, Calif., James 
Hamner of Mannboro, Va., Edwin Matlin of Mt. 
Holly Springs, Pa., and Lester Bibler, who also 
serve as consultants for the publication. ... The 
A.M.A. reports that more than $2,500,000 has been 
distributed to the medical schools of the nation in 
the last 12 months by the National Fund for Medical 
Education. The medical profession gave $1,417,752 
of the amount. ... Dr. J. DeWitt Fox of Washing- 
ton, D. C., one of the recipients of the Academy’s 
M & R Awards this year, was one of a group of 10 
representatives of the medical, dental, and allied 
professions chosen from over the nation to observe 
treatment given wounded servicemen aboard hos- 
pital ships enroute from Korea. . . . Another Acade- 
my member in Washington, D. C., Dr. I. Phillips 
Frohman, has been re-elected to his position as 
vice-chairman of the section on general practice of 
the Medical Society of the District of Columbia. . . . 
In a recent issue of the American Practitioner, Dr. 
Edwin Matlin stresses the general practitioner’s 
obligation to industrial medicine. He believes that 
despite its importance, there still is too little under- 
standing on the part of the general practitioner of 
the opportunities in industrial medicine. ... A 
general practitioner, Dr. William Carlos Williams 
of Rutherford, N. J., who is better known as one of 
America’s leading poets, became the consultant for 
poetry in English at the Library of Congress on 
September 17... . Effective July 1, the Atomic En- 
ergy Commission began charging 20 per cent of pro- 
duction costs for radioisotopes for use in the study, 
diagnosis, or treatment of cancer. Formerly the AEC 
had charged full cost for isotopes to be used in other 
medical research or treatment but had waived pro- 
duction costs on those which were used in cancer. 
The Commission now believes that the stimula of 
completely free distribution no longer is necessary 
to encourage the use of radioisotopes in the field of 
cancer. 
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NON - BARBITURATE 
NON-CUMULATIVE 
TASTELESS 
ODORLESS 


Daytime sedation - 


without hongiled 


MEDICAL MFG. CO.. INC 


Restful sleep- without hangover 
specify Fellows for the original, stable, ee 
sealed soft gelatin capsules Chloral Hydrate. 


POST-ASSEMBLY TOUR TO 
MEXICO CITY PROVIDES 
LEISURE AND CAMARADERIE 


ScIENTIFIC curiosity and “‘tourista” pleasures will 
compete for the attention of Academy members who 
reserve space on the post-assembly tour to Mexico 
City following the 1953 Scientific Assembly in St. 
Louis. 

Mexico-bound general practitioners can antici- 
pate an unusual opportunity to observe firsthand 
the medical methods and point of view of their col- 
leagues across the border. 

A one-day clinical meeting, planned jointly by 
the Academy and the Confederacion Medico de 
Mexico is scheduled for April 1 in Mexico City. To 
facilitate mutual understanding, plans are being 
made to print all papers on the program in both 
English and Spanish. A registration fee of $25 has 
been authorized for visiting practitioners by the 
Board of Directors. 

The balance of the trip, however, is tailored for 
strictly nonscientific enjoyment. Extensive sight- 
seeing will include visits to the lovely Floating Gar- 
dens of Xochimilco—often called the “Venice of 
Mexico””—charming Cuernavaca, Taxco—the silver 
center of Mexico—the native markets at Toluca, 
fabulous Hacienda Vista Hermosa built by order of 
Hernan Cortex, Puebla, and the ancient Pyramids 
of the Sun and Moon. The bull fights, without which 
a trip to Mexico would be incomplete, are included 
for the stout of heart. 


As in the past, all arrangements—hotel accom- 
modations, sightseeing, transfers—will have been 
completed in advance, and members may choose 
either air or rail transportation from St. Louis. 

With consideration to the important element of 
time, the trip has been arranged to allow attendance 
at the Assembly and a week in Old Mexico, ranging 
altogether from two weeks to sixteen days, depend- 
ing upon the type of transportation preferred. 

Full information on the tour may be procured 
from Academy headquarters or the Lee Kirkland 
Travel Agency, 1231 Baltimore Avenue, Kansas 
City, Missouri. 


DOCTORS URGED TO MAKE GOOD USE OF FRANCHISE 


Says the New York State Journal of Medicine (and 
we concur): 

**Too often that which is inherited is abused, 
squandered, or lost . . . The franchise is basic to the 
structure and function of constitutional government 
and must be exercised if freedom is to endure. 
... Physicians are exempted for practical reasons 
from the obligation of jury duty and service with 
volunteer fire companies, but no one is exempted 
for any reason short of incapacity or necessary ab- 
sence from the obligation to exercise the franchise. 
The physician who consistently fails to attend 
hospital staff meetings or who takes no active part 
in the affairs of his medical society is hardly in a 
good position to criticize either the hospital or the 
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medical society. By failing to make his voice heard 
he must share the blame for any faults, failures, or 
deficiencies. 

“Likewise the physician who fails to register and 
vote is not in a good position to complain about cor- 
ruption, taxes, or governmental policies which he 
finds obnoxious. By failing to fulfill one of the vital 
duties of citizenship, he must share the blame for 
any black spots in the affairs of the community, the 
state, or the nation. The right to register and vote, 
which is both a privilege and a duty in a nation of 
free men, was never more important than it is right 
now ... To be a good doctor—first be a good 
citizen. Register and then vote. And of equal im- 
portance, see that your family does likewise.” 
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In Guatemala’s cool highlands you'll find quaint Spanish 
architecture set amid beautiful mountain scenery. 


FLY ALL THE WAY BY DAYLIGHT 


@ Leave St. Louis after breakfast on Friday, March 27, 
traveling via C. & S. and Pan American World Airways 
... Stop briefly at Houston for customs inspection and 
arrive Mexico City for dinner. All-expensei9-day A.A.G.P. 
Post-Assembly trip to Mexico, only $399.00 per person 
round-trip from St. Louis. 

In addition to the Post-Assembly trip, and extended 
stays thereof, a visit to Guatemala may be included via 
ee - - Pan American. Call or write Lee Kirkland Travel, 
See the Floating Gardens of Xochimileo in icakee 


Cit sta Kansas City, Missouri, (A.A.G.P. official travel agent) 
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1953 Post-Assembly Meeting in Mexico City 


« Condensed Itineraries 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 

Itinerary One. Via C & S—Pan AMERICAN AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 

Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco ‘Floating Gardens.” Return to Mexico 


City to attend Bull Fights. 
Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Confederacion Medico de Mexico. Dinner party at 
El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


Htinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 
Mexico. 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Wednesday, April 1: Scientific Meeting with 
Confederacion Medico de Mexico. Dinner at El 
Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 


home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi- 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 


Extension A $ 62.50 ea. 

Extension B 77.50 ea. 

Extension C 195.00 ea. 

Combination A and B 134.50 ea. 
Lee Kirkland Travel 


1231 Baltimore Avenue 
Kansas City 5, Missouri 


desire Itinerary # with Extension 


Room. 


Attached is my check in the amount of ($ 


on total cost. 


Please reserve accommodations for my party of ( ). We 
. If rail, please state 


choice of Lower, Roomette, Bedroom, Compartment, or Drawing 


) representing 


deposit of $50.00 on each reservation, which is to be applied 
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a vigorous improvement 


Effective potencies of all hemopoietic 
factors are supplied in Armatinic 
Capsulettes for comprehensive 
antianemia therapy. 


Vitamin B,)2 PLUS Activator— 
The Intrinsic Factor 


The additive influence of the intrinsic 
factor—desiccated duodenum—has a 
marked stimulating hemopoetic 

effect. According to recent research, 
orally ingested vitamin B)2 has an 
antianemia efficacy similar to that of 
injectable preparations when 
activated and potentiated by 
desiccated duodenum.'4 Moreover, 


folic acid has been shown to be one of 
armati n IC acuvatea. the most active vitamin B)2 
FOR COMPREHENSIVE ANTIANEMIA THERAPY potentiators.>-? 
Armatinic Activated may be used in 


armati iC either the macrocytic or microcytic 


anemias (except in the initial treatment 
FOR THE PATIENT WHO DOES NOT TOLERATE IRON pe a 
of pernicious anemia), whereas 
Armatinic Special fulfills a unique 
ARMATINIC ARMATINIC requirement for the macrocytic anemia 
ACTIVATED SPECIAL patient in supplying the most potent 


Capsulettes COMPOSITION Capsulettes activated hemopoetic factors 
200 mg. Ferrous Sulfate No Iron Salt without iron. 
Exsiccated 
10 meg. *Crystamin (8 1 
g. *Crystamin (B)2) 0 meg References: (1) Hall, B. E.: Brit. Med. J. 2: 585-589, 1950; (2) Bethel, 
350 mg. Liver Fraction Il with 350 mg. F. H.: Univ. Hosp. Bull., Ann Arbor 15: 49, 1949; (3) Bethel, F. H., 
Desiccated Duodenum et al.: Ann. Int. Med. 35: 518-528, 1951; (4) Spies, T. D.: J.A.M.A. 
145: 66-71, 1951; (5) May, C. D. Am. J. Dis. Child. 80: 2, 1950; 
1 mg. Folic Acid 1 mg. (6) Luhley, A. L., and Wheeler, W. E.: Health Center J. (Ohio St. 
50 Ascorbic Acid (C Univ.) 3: 1, 1949; (7) Reisner, E. H., and Weiner, L.: Bull. New York 
mg. Ascorbic Acid (C) 50 mg. Acad. Med. 27: 391, 1951; (8) Griffenhagen, G. B., and De Guia, 
‘ E. F.: J. Am. Pharm. Assn., Sc. Ed. 41: 181-184, 1952; (9) Diez, Rivas, 
“The Armour Laboratories Brand of F., Morales, F. H., and Meyer, L. M.: Ann. Int. Med. 36: 1076, 1952. 
Crystalline B12 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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SOUTH CAROLINA TOPS 


AUGUST BUILDING FUND— 


August Cash 
August Pledges 
Total Pledges 


Total Cash 


CALIFORNIA NEARS Alaboma ...... . 725 150 875 
Arizona . 2 ces 200 20 220 
Arkonsos . eee see 200 eee 200 

$10,000 TOTAL California... 80 100 4,846.34 4,851.68 9,698.02 
Colorado... 125... 1,270 1,270 

DespirE summer heat and the vacation season, South _ District of Columbio 227.08 
to add $625 in cash and $400 in piedges, increasing ...... 125 435 
the state’s total contributions by over 50 per cent. es 
South Carolina now has a total of fourteen “paid  towo.... see 1,300 350 1,650 
up” members of the Century Club—which is ap- ese 4 
proximately 10 per cent of the state chapter and 1,815 200 2,015 
something of a new record. There were also four 
more Century Club pledges during the meeting. — Massachusetts .... 95 30 2,646 880 3,526 

Dr. R. L. Sanders, State Building Fund Chairman, 
hopes to add at least five more members within Mississippi. . . 200 475 
the next thirty days. Montana .....-s eee eee eee eee eee 


Dr. Charles Nelson and the members of his Cali- 


fornia Building Fund Committee are making plans 
for another tremendous surge during the annual New Jersey»... 520 800 1,320 

New Mexico. .... 4100 ... 200 100 300 
November ty Los Angeles. But in the mean New York. ..... 385 ... 2,458.50 630 3,088.50 
time unsolicited contributions continue gradually — North Carolina»... 275 1,205 
to move the state total of cash and pledges closer to North Oakota. 75 
the $10,000 mark. By the close of the Los Angeles — oklahoma. . . . . ee 175 885 
meeting, the committee hopes to be far out in un- one 
Pennsylvania. . . e660 1,033 365 1,398 
disputed first place, with a total of over $15,000. ME gs ko onc coe 60 20 80 
Texas, however, continues to hold the No. 1 spot —Sevth Carolina. . . . 625 400 1,825 900 2.725 
for cash contributions. They, too, expect big things Tennessee... eee 1,200 1,200 
from their annual meeting in mid-September, and Texs_ + + 335-195 5,575 
Dr. Wm. J. Fetzer insists that any other state will Vermont... 165 
have a tough job displacing the Lone Star State. We aes 
Washington»... 100 100 200 
hear rumblings, too, of annual meeting plans from — West Virginio. 315 750 
Columbus, Ohio, and the rock-bound shores of Wisconsin. B45 210 1,055 
Wyoming... 30 30 
Massachusetts. Hawaii. 15 15 
It’s going to be an interesting fall! i as a 1,880 725 45,195.92 15,286.68 60,482.60 


MAN'S GREATEST ENEMY 


ONE-SEVENTH of the world’s population gets malaria, and 1 per cent dies of it, according to 
Dr. R. Elsdon-Dew, a South African research scientist. Malaria, he declares, is man’s greatest 
enemy, with between two and three million human beings dying of the disease every year. 
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a more complete solution... 


OBEDRIN.“ THE 60-10-70 DIET 


A COMPLIMENTARY PAD OF D 
SHEETS AND A TRIAL SUPPLY O 

OBEDRIN SENT TO PHYSICIANS ON 
REQUEST. 


Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 

The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 
Hydrochloride 

Pentobarbital Sodium . . 

Ascorbic Acid 

Thiamine 
Hydrochloride 

Riboflavin 


Obedrin is supplied in bortles 
of 100, 500 and 1,000 yellow 
grooved tablets. 


MASSENGILL TENNESSEE 
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Tue proGRAM for the Fifth 
Annual Scientific Assembly 
of the IMlinois chapter of the 
A.A.G.P. which will be held 
October 21-23 in Peoria has 
been announced by the 
chapter’s program commit- 
tee. Dr. Carmen J. Pintozzi 
is committee chairman. 

The first day’s schedule is 
devoted to sessions of the chapter’s congress of 
delegates and reference committees. Scientific lec- 
tures begin the following day with 13 noted phy- 
sicians participating in the remaining sessions. 

Subjects to be covered October 22 by the lec- 
turers are backache, current treatment of arthri- 
tides, office endocrinology, liver tests, traumatic oc- 
currences associated with the female genital tract, 
coronary disease, and major changes in treatment 
of medical and surgical diseases. The final session 
will be devoted to office gynecology, proctology, 
diabetes treatment, nutrition, pharmacology, sur- 
gical treatment of pulmonary tuberculosis and the 
doctor-patient and doctor-hospital relationships. 

Big Foote Country Club at Fontana, a Wisconsin 
resort, was the setting for a recent outing planned 
by the Northern Illinois chapter for physicians in 
the Rockford area. Guests included doctors and 
pharmacists and their families from northern Illi- 
nois and southern Wisconsin. 

Kaskaskia (Illinois) Regional chapter has elected 
Dr. G. J. A. Dundon of Waterloo delegate to the 
state chapter meeting, which is being held this 
month in Peoria. 

Bronx county (New York) chapter developed a 
helping-hand program for its members during the 
summer vacation months. The program started as 
a service to Academy members who needed some- 
one to take care of their practice during vacations. 
Each member of the Bronx County chapter was con- 
tacted to find out who wanted to make emergency 
and night calls. Physicians who had a busy practice 
also decided to re-distribute to some extent their 
patients—thus giving young beginning physicians 
a helping hand. To date the program has proved 
successful and the chapter feels it is promoting 
good fellowship in the Academy and closer ties 
among the members. 


Dr. Pintozzi 
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NEWS FROM THE STATE CHAPTERS 


Dr. Max Cheplove, president of the Erie county 
(New York) chapter and general chairman for the 
New York state chapter’s fourth annual assembly 
October 19-22 in Buffalo, has announced the names 
of heads of the key committees. Fifty-two technical 
exhibits have been booked and twenty booths for 
scientific exhibits have been reserved. The art ex- 
hibit will be an additional feature. 

The Colorado chapter will hold its first annual 
scientific meeting October 5 in Denver. Election of 
officers will also be held at this meeting. 

September 20-21 were red letter days for the 
Ohio chapter. It held its second annual scientific 
assembly then in Columbus. Eight outstanding 
teachers discussed subjects of great interest to 
general practitioners. The Franklin County chapter 
served as host for this meeting and the local ar- 
rangements committee was guided by Columbus 
chapter president, Dr. Tom Curran. 

At a recent meeting, the San Francisco (Cal- 
ifornia) chapter members learned what San Fran- 
cisco Labor expects of medicine. Discussions were 
carried on by Drs. Francis Cox, Samuel Sherman, 
Garnet Cheney, Donald Lastreto, and labor repre- 
sentatives—Jack Goldberger, who is president of 
the Labor Council, Claud Jinkerson, secretary of 
the Grocery Clerks Union, and George W. Johns, 
Council secretary. The California chapter presi- 
dent, Dr. L. C. Burwell, was a guest. 

The San Diego (California) chapter held a joint 
meeting with the Oceanside Hospital staff as a part 
of its policy to encourage combined medical meet- 
ings. The chapter plans meetings in the southern 
part of the state and the El Cajon Valley this fall. 

The Alameda County (California) chapter has 
released a schedule of medical fees compiled from 
103 answers to questionnaires, which were returned 
by 70 per cent of the chapter members. The survey 
was conducted by the chapter under the direction 
of Dr. Warren E. Page and Dr. Charles F. Green- 
wood. 

The Texas chapter, through the co-operation of 
Southwestern Medical School, held a one-day sci- 
entific meeting in Amarillo recently. The speakers 
who were from the school talked on pediatrics and 
obstetrics and gynecology. 

At this meeting a Panhandle chapter was organ- 


ized. Dr. Woolworth A. Russell of Amarillo was 
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Indianapolis, Indiana 
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AMERICAN ACADEM 


Broadway at Thirty-fourth Street 


Commission on Legis 
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MALCOM PHELPS, 
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El Reno, Oklahoma 
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Make your vote DRAMATIC on N 
OFFICE ON ELECTION DAY! 


ovember h - 


CLOSE YOUR 
men who normally prefer to exercise our 
without fanfare. Rut these are not normal 

have a moral obligation to demonstrate ° 


tients and the public. 
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We doctors are 
franchise of c 
times and in t 


our civic awaren' 
therefore, to 


Practice urges yous 
It is further 


AY" on November he 
lowing actions: 


The American Academy of General 
participate in a "MEDICAL HOLID 
suggested that you take the fol 
1 and state chapters to adopt resolutions 


1. Ask your loca 
uch a Holiday. 


calling for 
2. Urge your county medical society to do the same. 
ety to provide placards or stickers 
losed November hl, because 


3. Get your county soci 
sh my right to vote." 


reading: "My office will be ¢ 
I am proud to be an American and cheri 


. Publicize this Holiday through the local newspapers. 
means of impressing on the people that doctors are 
active in strengthening the civic health of the nation. 


Sincerely, 
parte 


Malcom E. Phelps, M. Des 


Let's take this 
good citizens, 


Chairman 
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Directo: W- B. HILDEBRAND, M.D., Chairman, Menasha, Wisconsin; WILLIAM. A. BUECHELER, M.D., Syracuse; MERRILL SHAW, M.D., Seat! 
BENDER, M.0., Winston-Salem; JOHN R. FOWLER, M.D., Spencer, Massachusetts; MURLAND F. RIGBY, M.D., Rexburg, Idaho; MALCOM E. PHELPS, M.D., El Reno, 
Oklahoma; WILLIAM J- SHAW, M.D., Fayette, ‘Missouri; IVAN C. HERON, M.D., San Francisco, California; J. P. SANDERS, .M.D., Shreveport, Lovisians (ex officio). 
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elected president, Dr. Mary Dye of Plainview was 
selected as vice-president, and Dr. Thom Holms of 
Ralls, secretary-treasurer. 

The third general practice scientific session of 
the Texas chapter was held September 15-16 in 
San Antonio. An outstanding array of speakers 
that included Dr. Philip Thorek of Chicago, Dr. 
Bert Dunfie of Boston, Dr. Conrad G. Collins of 
Tulane, Dr. C. F. Gastineau of the Mayo Clinic, 
Dr. G. W. N. Eggers of Galveston, and Dr. James 
A. Greene of Baylor University, were on the pro- 
gram. 

The Dallas (Texas) county chapter announces 
the establishment of a general practice department 
at St. Paul’s Hospital, Dallas. Dr. J. O. S. Holt, the 
chapter president, has been appointed department 
chief. 

Two postgraduate courses for this fall are being 
arranged by the New Jersey chapter with the help 
of the New Jersey State Health Department. One 
course in North Jersey will be given in co-operation 
with the Hudson County Medical Society. Dates 
have not been announced, but the course will cover 
five afternoons with speakers drawn from Cornell 
and Columbia universities. The course planned for 
South Jersey will include five clinical sessions con- 
cerning cancer problems. Speakers will be selected 
from Jefferson Medical College in Philadelphia. 

The Wisconsin chapter 
announces a new addition 
to its family of officials. 
Robert Dufour of Manchest- 
er, N. H., has the honor of 
being the chapter’s first ex- 
ecutive secretary. Mr. Du- 
four, with degrees in English, 
and graduate majors in jour- 
nalism, is at present teaching 
journalism at Marquette Uni- 
versity, Milwaukee, editing the new magazine of 
the Wisconsin chapter, and doing some free 
lance writing. 

The Michigan chapter’s board of directors held 
a dinner meeting September 25 during the 87th 
annual session of the Michigan State Medical So- 
ciety in Detroit. 

October 19-21 are the dates of the North Carolina 
chapter’s fourth annual scientific assembly. It will 
be held in Winston-Salem. 

Beckley was the host city to the scientific meeting 
of the West Virginia chapter on August 24. The 
speakers, Dr. Edward S. Ray and Dr. Randolph H. 
Hoge, from the Medical College of Virginia, Rich- 


Mr. Dufour 
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Dr. Philip Thorek of Chicago, a speaker at the last two annual 
scientific sessions of the Texas chapter, returned again by popu- 
lar demand for the third scientific meeting held in September at 
San Antonio. Dr. Thorek is a member of the Academy’s Century 
Club through his $100 donation which was made during the 
Texas chapter’s meeting last year. 


mond, discussed virus diseases and office gyne- 
cology. The Wyeth Tele-Clinic of the A.A.G.P.’s 
1952 Scientific Assembly in Atlantic City was shown. 

The West Virginia chapter announces that post- 


graduate study hours will be given for attendance 
at the October 19 and November 2 medical meet- 
ings. Cancer is the topic of the October meeting in 
Morgantown. The November 2 meeting will be at 
Charleston. May 16-17 are the dates selected for 
the chapter’s first two-day annual scientific as- 
sembly, which will be held in Charleston. 

The fifth postgraduate seminar of the Alabama 
chapter was held August 20-21 at the Medical 
College in Birmingham. Subjects for the scientific 
sessions were dermatology, pediatrics, fractures in 
children, and physical medicine. One of the pro- 
gram features was the showing of the Tele-Clinic 
film of the Academy’s Assembly in Atlantic City. 
Leo E. Brown, executive assistant to the general 
manager in charge of public relations for the 
A.M.A., was guest speaker at the seminar banquet. 
He spoke on “Winning Ways With Patients.” 

The fourth annual scientific meeting of the Mary- 
land chapter will be held October 9 in Baltimore. 
Lectures by six noted physicians, the showing of 
Tele-Clinic No. IV that was filmed in Atlantic City, 
and a banquet with Dr. Frank E. Wilson, director 
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In the menopause 


“|. . the great majority of menopausal 
women require no endocrine treatment 

at all.” 

Ross, M.: Am. Pract. & Dig. Treat. 2:955 (Nov.) 1951 


Dexamyl* relieves anxiety 
Combined in ‘Dexamyl’, Amobarbital’s 
calming, euphoric effect relieves anxiety, 
while Dexedrine’s smooth antidepressant 
action counteracts barbiturate-induced 
depression. 


‘Dexamyl’ relieves depression 
Both Amobarbital and ‘Dexedrine’ 
ameliorate mood. They act together to 
relieve depression without producing 
excitation. 


‘Dexamyl’ restores self-esteem 
By relieving anxiety and depression, 
‘Dexamyl’ enables the menopausal 
patient to regain her normal self-esteem. 


now in two dosage forms: 
‘Dexamyl’ Tablets 


new! ‘Dexamy]’ Elixir 


Each ‘Dexamyl’ Tablet contains Amo- 
barbital (Lilly), 'o gr.; and Dexedrine* 
Sulfate (dextro-amphetamine sulfate, 
S.K.F.), 5 mg. Each 5 cc. teaspoonful 
of the Elixir is the dosage equivalent of 
one tablet. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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of the A.M.A.’s Washington office, as speaker will 
provide a full and profitable day. 

The speakers and their subjects are: Dr. Louis 
K. Alpert of Washington, D. C., “The Collagen 
Disorders;” Dr. Walter J. Reich of Chicago, 
“Office Gynecology;” Dr. Thomas M. Durant of 
Philadelphia, ‘‘Acute Cardiac Emergencies;” Dr. 
William Waddell of Boston, ‘Parenteral Nutrition ;” 
Dr. Bernard Judovich of Philadelphia, ‘Manage- 
ment of Pain Syndromes;” and Dr. Philip Thorek 
of Chicago, ““The Acute Abdomen.” 

The Massachusetts chapter announces that one 
of its members, Dr. Joseph J. Pinchesky, now heads 
the general practice department of the Bessie Burke 
Memorial Hospital at Lawrence, Mass., under the 
new constitution which has just been drawn up by 
the hospital. The structural organization of the 
hospital staff is divided into a department of general 
practitioners and a department of consultants. 

All members of the staff who do not limit their 
practice entirely to a respective field of medicine 
are designated as general practitioners and those 
who limit their work to a speciality field are desig- 
nated consultants. About ten members of the A.A. 
G.P. serve on the senior surgical, medical, and 
obstetrical staff. Five general practitioners are 
members of the executive committee. 


AcAaDEMY members will be 
saddened to learn of the 
death on June 15 of Dr. 
George Marchmont-Robin- 
son of Chicago. The father of 
Dr. Harry Marchmont-Rob- 
inson, presently secretary of 
the Illinois chapter of the 
Academy, Dr. George March- 
mont-Robinson was a charter 
member of the American Academy of General Prac- 
tice and was a member of the first Board of Directors. 

Previously Dr. Marchmont-Robinson had been an 
officer of the American College of Physicians and 
Surgeons, an organization formed in Minnesota for 
general practitioners. Dr. Marchmont-Robinson 
played an important part in effecting the merger of 
the smaller organization with the Academy. 

Dr. Marchmont-Robinson was the first president 
of the Illinois chapter of the Academy and helped 
to establish that as one of the best organized chap- 
ters of the Academy. 


CONTROL THAT COUGH 
WITH DELICIOUS, AROMATIC 
SEDATOLE © —CONTAINS 
GRAIN OF CODEINE 
PER FLUIDOUNCE. 


Sharp & Dohme! 
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A New Approach 

TO NOCTURNAL ENURESIS 

DEACON, J. R. (1939). 
Proc. Amer. Assn. ment. Defic. 63, 133 


MOWRER, O. H. (1938) 
Amer. J. Psychol., 51, 163 


and MOWRER, W. M. (1938) 
Amer. J. Orthopsychiat., 8, 436. 


SEIGER, H. W. (1946). J. Pediat., 28, 733. 
——. (1952). J. Pediat., 40, 738. 


SHELDON, W. (1944) 
Proc. R. Soc. Med., 37, 348 


STRAUSS, F. B. (1944). Ibid., 37, 349. 


For additional information, write: 
THE ENURTONE COMPANY 
227 S. Robertson Blvd., Beverly Hills, 
California 
Offices in Principal U. S. Cities 
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(DISPERSION OF DESACCHROMIN) 


for effective 


control of a 


total neutrophils 


wide variety of 


ALLERGIES 
and 


DERMATOSES 


a typical leucocytic response to Piromen 


Every day more physicians are discovering the early clinical benefits 
effected by the administration of Piromen, employed either as a specific, 
or concomitantly with other drugs. 


Piromen isa biologically-active bacterial polysaccharide which produces 
a marked leucocytosis and a stimulation of the reticulo-endothelial system. 
It is nonprotein, nonantigenic, and may be employed safely 
within a wic> range of dosage. 


Piromen is prepared in stable colloidal dispersion for parenteral use. 
It is supplied in 10 cc. vials containing either 4 gamma (micrograms) per cc., 
or 10 gamma per cc. 


For a comprehensive booklet detailing the use of this new therapeutic agent, 
merely write “‘Piromen” on your Rx and mail to— 


*TRADE MARK 


Manufactured by 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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put the entire 


Atlantic City Assembly 


m your own library! 


—outlines of all lectures and 
scientific exhibits of the Fourth 
Annual Scientific Assembly, 
now available in book form 


as a permanent record 


If you couldn’t get to Atlantic City, last March, you can 
now do the next best thing. We have reduced to outline 
form every lecture and every scientific exhibit presented at 
that meeting. They have been printed and bound into 
a plastic ee book entitled “ABSTRACTS.” With this 
volume in your book case, you will have the “meat” of this 
entire Assembly instantly available for reference, for years 
to come. 


@ What can you do for a chronic alcoholic? 


Ilere is the sound guidance of the nation’s top 
authorities. 


@ Need a refresher on obstetrical anesthesia ? 


Read George Thomas’ complete and concise lecture 
on the subject—study a dramatic exhibit on pudendal 
block. 


@ Hazy on what “General Adaptation Syndrome” means ? 


Hans Selye and Jerome Conn explain theory and 
cross-opinions during the panel 
iscussion, as well. 


@ What can you do for the “sterile” couple? 


Read what Greenblatt said . . . what the Williams 
exhibit showed. 


@ Are Teen-agers a frightening enigma ? 


Spurgeon English provides the key, in lecture and 
exhibit. 


And so on—through four days of rich, usable new knowl- 
edge. It’s all in “ABSTRACTS.” Dr. Ralph Marsicano 
and Dr. T. E. Rardin have done an amazing job of editing 
all this material into compact, easily readable outline form— 
without sacrificing a single nugget of valuable informa- 
tion. There is nothing else like it in all medical literature. 


PROFUSELY ILLUSTRATED 


The book is replete with pertinent illustrative material— 
charts, diagrams, clinical photographs and step-by-step- 

rocedure drawings. In many instances, an entire exhibit has 
ees presented photographically, with a minimum of editorial 
copy. 


QUANTITY LIMITED 


Because the Academy has no provision for absorbing the cost 
of unsold books, we howe made an EXTREMELY CONSERV- 
ATIVE estimate of the number of copies to print. So 
there won’t be enough for everybody—but we will fill orders 
as long as the supply lasts. 
PRICE CHECK WITH ORDER, PLEASE 
PER $3 00 Since the price covers only produc- 
—— tion and mailing costs, we ask your 
help in avoiding bookkeeping ex- 

pense. 


USE THIS COUPON TODAY 


COPY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
406 W. 34th St., Kansas City 2, Mo. 


Enclosed is my check for $___ for which please send 
me copies of “ABSTRACTS” at $3.00 per copy. 


NAME 


ADDRESS 


CITY STATE 
PLEASE. PRINT 
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The Prescription for 


sedation 


when pain, anxiety, and restlessness 

aggravate each other. 

Each compressed product contains: 
Phenobarbital .......gr. % 


Acetophenetidin ..... gr. 2% 


Bottles of 100 


*trademark 


BK BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE 7, N. Y. 
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A pin like this in a man’s lapel 
means he has served with Picker X-Ray 


fifteen years or longer. One out of six 
Picker local representatives wears one...and 


the proportion is constantly growing. 


Haven’t you always found that a company 
people like to work for is a good company to 


do business with? 


PICKER X-RAY CORPORATION 
25 SO. BROADWAY, WHITE PLALNS, N.Y... 
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New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 


THE READING ROOM, 
CHICAGO PUBLIC LIBRARY 
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From among all antibiotics, 
Ophthalmologists often choose 


MYCIN 


Hydrochloride Crystalline 
because 


Aureomycin penetrates the ocular tissues 
and fluids, after passing the blood-aqueous 
barrier. 

Aureomycin in 0.5% solution is well 
tolerated by the conjunctiva. 

Aureomycin may be used locally in 
appropriate solution; or by mouth; or, in 
emergency, intravenously; or by a com- 
bined approach, depending upon the seri- 
ousness of the infection. 

Aureomycin has proved of value in a 
number of ocular infections in which other 
remedies have failed. 

Aureomycin has been reported to be 
effective against susceptible organisms in 
the following conditions commonly seen 
by ophthalmologists: 

Blepharitis 

Conjunctivitis 
Dendritic Keratitis 
Epidemic Keratoconjunctivitis 
Episcleritis 
Periorbital Infection 
Acute Trachoma 
Uveitis 


Throughout the world, as in the 
United States, aureomycin is recognized 
as a broad-spectrum antibiotic of 
established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100. 
250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution pre- 
pared by adding 5 ce. of distilled water. 


LEDERLE LABORATORIES DIVISION 
amerscaw Cyanamid company 


30 Rockefeller Plaza, New York 30, New York 
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The Finished Product —wvcs— The Raw Material 


In Gallbladder Therapy 


For therapeutic efficiency in gallbladder 
management, your prescription for Nubilic 
tablets is assurance of beneficial hydro- 


Each tablet contains: choleresis, since Nubi-ic contains 
PURE pure dehydrocholic acid... 
DEHYDROCHOLIC the ultimate product in bile processing. 
ACID The therapeutic value of the other 
oxidized bile acids is not clearly known, 
0.25 Gm. (334 gr.) but it is known that pure dehydrocholic 
acid is definitely hydrocholeretic, possessing 
the ability to stimulate secretion of bile 
which is low in solids. There is no mixture 
€ of bile salts, bile acids or cholic acid 
BELLADONNA in the Nubilic formula, only the finished 
8 mg. (% gr.) product — pure dehydrocholie acid. Note 
. that each tablet contains full dosage — 
» 334 gr. (0.25 gm.) of dehydrocholie acid. 


PHENOBARBITAL For comprehensive action, Nubilic contains 
8 mg. (% gr.) belladonna and phenobarbital... 


to reduce biliary spasm, relax the sphincter 
of Oddi and thereby encourage free flow 
of bile into the duodenum. 


Botiles of 25, 50 and 100 tablets. 


NUBILIC 


NUMOTIZINE, Inc. 


CHICAGO 10, ILLINOIS 
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CURE RATE 


in Trichomonas Vaginitis 


According to a recent clinical study*, Vagisol Suppositabs 
—tablet-shaped vaginal suppositories—administered twice 
daily produced a cure of trichomonas vaginitis in 98 of 100 
patients under treatment. In this series, 72 patients were 
cured in 18 days, 22 in 36 days, and 4 in 54 days. Although 
all 98 patients were asymptomatic after 2.15 mean patient 
days of treatment, Vagisol was continued until cultures 
were repeatedly negative. It was found that a negative wet 
smear could be misleading, since in many patients a posi- 
tive culture was found after the wet mount became nega- 
tive. Thus the hazard of mistaking a temporary remission 
for a real cure was prevented, and the clinical efficacy of 
Vagisol was clearly demonstrated. 


The remarkable cure rate achieved with Vagisol is due 
to the potent antibacterial and antiparasitic action of 
phenylmercuric acetate and tyrothricin, the digestive ac- 
tion of papain, and the surface action of sodium lauryl 
sulfate. Vagisol also contains lactose and succinic acid to 
help restore the normal acid pH of the vagina and thereby 
the regrowth of the Doederlein bacillus. 

*Submitted for publication. 


SMITH-DORSEY « Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Phenylmercuric Acetate....... 3.0 mg 


Supplied in bottles of 36. , 


Vagisol Suppositabs are odorless, non- 
staining, and nonirritating. Each Vagisol 
Suppositab contains: 


Tyrothricin, N.F........ . 0.5 mg. 

Suecinie 12.5 mg. SUPPOSITABS 

Sodium Lauryl Sulfate........ 3.0 mg. 

25.0 mg. A PREPARATION 
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Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N.Y. 


Capsule No, g C. 
— thera ch also con, — 4 


Over and above the relief of menopausal symptoms, Harding reported that “a feeling of 
well-being or tonic effect was frequently noted,” by his patients on “Premarin” therapy. 


Harding, F. E.: West. J. Surg. 52:31 (Jan.) 1944. 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


. 


Highly effective - Well tolerated - Imparts a feeling of well-being 
Ayerst, McKenna & Harrison Limited + New York, N.Y. « Montreal, Canada 5225 


; 
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the menopause 
: 


- 


clinically 


unexcelled 


for TOLERATION 
EFFECTIVENESS 


PURITY 


POTENCY 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO.. INC... BROOKLYN 6. N.Y. 


world’s largest producer of antibiotics 


DON’T MISS v 


APPEARING REGULARLY IN THE J. A.M. A, 
\ 
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California” 


Wren John Sutter accidentally dis- 
covered gold in 1848, he could not foresee 
how he was changing the future of 


California and the West. 


“Gold in California!’ spread across the 
country as if the wind carried the word. 
Some men grew rich overnight . . . some 
washed $1500 worth in one panful of dirt 
and others took out as much as $18,000 in one day. 


Near Sonora, California, it’s said, a funeral was interrupted 
by a man who, kneeling in the midst of prayer, idly examined 
the earth of the grave’s edge, then cried “Gold.” The body 
was moved aside and the mourners staked out claims. 


About half of the estimated 80,000 who reached California 
in 1849 came overland. It’s possible bicarbonate of soda 
accompanied many of these forty-niners for it was just three 
years before the Gold Rush that Church & Dwight first began 
their baking soda business. Our product, sodium bicarbonate, 
is sold under two brand names, Arm & Hammer Baking 


Soda and Cow Brand Baking Soda. 


Sodium Bicarbonate aids the physician in many ways and, 
for more than a century, physicians have prescribed our 
roduct for many internal and external maladies. It is U.S.P. 
dn of Soda, and may be prescribed whenever indi- 
cated. And, when used as a dentifrice, it reduces L. acidophilus 
count . . . removes film without harming enamel. 


CHILDREN’S STORYBOOKS— We'll be 
glad to send you a free supply of 
our approved, illustrated little 
storybooks for your waiting room. 
Just write to us at the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 
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BI-CO-TUSSLN 


Bischoff brand of dihydrocodeinone bitartrate 


A MOST EFFECTIVE ANTITUSSIVE—SYRUP + TABLETS 
potent action plus patient appeal 

Now, for harassing, hard-to-manage cough, palatable B1-Co-Tussin 
Syrup provides more effective cough sedation with fewer side effects. 
B1-Co-Tussin sedates cough without the drawbacks of drowsiness, un- 
due depression of the respiratory center or significant constipative effect. 
Palatable Bi-Co-Tussin Syrup assures cooperation by patients of all 
age groups. 

BI-CO-TUSSIN for cough in acute respiratory infections 
laryngitis * pharyngitis * bronchitis * pneumonia * influenza 

in chronic disease 

laryngeal and pulmonary tuberculosis + chronic bronchitis 

cough associated with heart disease - carcinoma of lung 


ADMINISTRATION AND DOSAGE 

Adults: 5 to 10 mg., 3 or 4 times daily. 

Children over 2 years of age: one-half the adult dose. 
Children under 2 years of age: one-quarter the adult dose. 
May be habit forming; narcotic blank required. 


PACKAGING 


B1-Co-Tussin Syrup: In 4-0z., 16-oz. and gallon bottles. 

Each teaspoonful (5 cc.) contains 5 mg. of dihydrocodeinone bitartrate. 
Bi-Co-Tussin Tablets: In packages of 20, 100 and 1000. 

Each tablet contains 5 mg. of dihydrocodeinone bitartrate. 


Bischoff) ERNST BISCHOFF COMPANY, INC « IVORYTON, CONN. 
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INTERFERENCE 


WITH AN ACT 


USEFUL LIFE... 
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VERILOID 


IN HYPERTENSION 


Because Veriloid exerts its hypotensive effect by direct action on the 
central nervous system without adrenergic or ganglionic blockade, it 
leaves the normal reflex mechanisms intact for physiologic blood pres- 
sure regulation. Hence the patient receiving Veriloid never suffers 
prostrating orthostatic drop in blood pressure. Even long periods of 
standing, as might be necessary when riding to and from work, or 
long periods of standing upright in a telephone booth, hold no risk of 
syncope due to extreme postural hypotension.':? * 


Veriloid lowers blood pressure by peripheral arteriolar dilatation 
without significant impairment of renal, myocardial, or cerebral blood 
flow. Hence it holds no threat of ischemia or functional impairment of 
these vital organs. Consequently, Veriloid therapy does not limit the 
patient’s activity by causing sudden anuria or reduced work tolerance. 
On the contrary, patients receiving Veriloid report a greater sense of well- 
being and prompt disappearance of their distressing visual and cerebral 
symptoms. Because of its desirable behavior, Veriloid is capable of 
restoring a high percentage of hypertensive patients to economic use- 
fulness without aggravation of the usual concomitants of high blood 
pressure.*: 45-6 


The usual daily requirement of Veriloid is 9 to 15 mg. given in 
divided dosage three times daily, every 6 to 8 hours. The first dose 


should be taken after breakfast. The evening dose may be 1 or 2 mg. 
larger than the other two doses of the day. 


Veriloid is available in scored 1, 2, and 3 mg. tablets. 


. Stutzman, J. W., and Maison, G. L.: 4. Wilkins, R. W.: Veratrum Viride and 


Hypotensive Action of Veriloid, an Ex- Essential Hypertension, New England 
tract of Veratrum Viride, Federation J. Med. 242:535 (Apr. 6) 1950. 
Proc. 9:318 (Mar.) 1950. 


. Taylor, R. D., and Page, I. H.: Further - Kauntze, R., and Trounce, J.: Treat- 


Studies of the Cerebral Chemo-receptor ment of Arterial Hypertension with Veri- 
Buffers as Influenced by Viride), Lancet 2:1002 
and Vasodilator Drugs and Veratrum (Dec. 1) 1951. 
Viride, Circulation 4:184 (Aug.) 1951. . Stearns, N. S., and Ellis, L. B.: Acute 
. Wilkins, R. W.: The Hemodynamic Ef- Effects of Intravenous Administration of 
fects of Various Types of Therapy in a Preparation of Veratrum Viride in 
Hypertensive Patients, in Bell, E. T.: Patients with Severe Forms of Hyper- 
Hypertension, A Symposium, Minne- tensive Disease, New England J. Med. 
apolis, Univ. Minnesota 1951, p.405. 246:397 (Mar. 13) 1952. 


RIKER LABORATORIES, INC., 8480 Beverly Bivd., Los Angeles 48, Calif. 
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optimum n protection 


UNSURPASSED 

SECURITY... .. in conception control is provided by the com- 
bination of an individually fitted occlusive 
diaphragm with a dependable spermatocidal 
jelly... to authoritative current 
medical opinion."? 

UNSURPASSED 

QUALITY.... . is provided by RAMSES* got and 
the RAMSES Flexible Cushioned Diaphragm 
... specifically designed to insure the utmost 
in effectiveness and acceptability. 


1. Report to Council on Pharmacy & Chemistry, A.M.A.: J.A.M.A. 
148:50 (Jan. 5) 1952. 2. Dickinson, R. L.: Techniques of Con- 
ception Control, ed. 3, Baltimore, Williams & Wilkins Company, 
1950, p. 21. 


*The word RAMSES is a registered trademark of Julius Schmid, 
Inc. Active ingredients, by weight: Dodecaethyleneglycol 
monolaurate 5%; boric acid 1%; alcohol 5%. 


gynecological division 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19,N. Y. 
quality first since 1883 
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a nore soluble, single sulfonamide 
with a wider antibacterial 
spectrum. No need for 

alkalies -- no record of renal 


blocking... GANTRISIN®' ROCHE! 
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"“Gantrisin is a sulfonamide 
which has a high solubility 
over a wide pH range. 

. This is a valuable 
consideration because it is 
less toxic and does not 
form concretions as do 
other sulfonamides." 


Postgrad. Med., 
8:312, 1950 
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Trademark 


[d-DESOXYEPHEDRINE HYDROCHLORIDE AND ACETYLBROMDIETHYLACETYLCARBAMID SCHENLEY] 


combines mood-lifting desoxyephedrine 
(more potent but less upsetting than 
amphetamine’) with gentle, calming 


Sedamy!* (not a barbiturate) 


SUPPLIED: In bottles of 100 tablets. 

Each tablet contains: 

2.5 mg. d-desoxyephedrine hydrochloride 

0.26 Gm. (4 gr.) Sedamyl (acetylbrom- 
diethylacetylcarbamid Schenley). 


1. Douglas, H. S.: West. J. Surg. 59:238, 1951. 


schenley 


SCHENLEY LABORATORIES, INC. Lawrenceburg, Indiana 


©Schenley loborotories, Inc. *Trodemork of Schenley Laboratories, Inc. 
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in ARTHRITIS 
and allied disorders 


BUTAZOLIDIN 


(brand of phenylbutazone*) 


New... 


vontiomona.. for relief of pain plus 


Orally Effective... 


aan improvement of function 


Now available on prescription, BUTAZOLIDIN is a new and potent 
agent that has yielded outstandingly favorable results in arthritis 
and other painful musculoskeletal disorders. 


On the basis of the first national reports!“ BUTAZOLIDIN: 

¢ Produces therapeutic benefit in virtually all forms of arthritis 
and allied disorders such as bursitis and fibrositis. 

e Effectively relieves pain in approximately 75 per cent of non- 
gouty cases and in almost 100 per cent of cases of acute gout. 

¢ Affords functional improvement ranging up to complete remis- 
sion in a substantial proportion of treated cases. 


A totally new synthetic, BUTAZOLIDIN is chemically unrelated to 
the steroid hormones. It is orally effective and seldom produces 
toxic reaction of a serious character. Moderate in cost, BUTAZOL- 
IDIN may be prescribed even for patients of limited means. 


Bibliogr apb *U. S. PAT. NO. 2,562,830 


1, Kuzell, Me = ; Schaffarzick, R. W.; Brown, B., and Mankle, E. A.: Phenylbutazone 
(B id Arthritis. and Gout. A.M.A, 149 :729 21) 1952. 

2. ae aay ig hs Berkowitz, S.; Carp, S.; Ehrlich, M., and Elkind, M.: Therapeutic 
Observations on Butazolidin (Phenylbutazone) in Some ‘Arthritides and Related Condi- 
tions. Paper read before the Annual Meeting of the A i Rheumatism Association, 
Chicago, Ill., June 6, 1952. 

3. Freyberg, R.; Kidd, E. C., and Boyce, K. po Page of Butazolidin and Butapyrin 
in Patients with Rheumatic Diseases. Paper d before the Annual Meeting of the 
American Rheumatism Association, Chicago. | i. June 6, 1952. 

4. Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Butazolidin) and Butapyrin 
in Arthritis and “Gout. Paper read before ‘the California Medical Association Meeting in 
Los Angeles, April 29, 1952. 


n order to ensure optimal results and to avoid untoward reactions, 
ysicians are urged to send for the BUTAZOLIDIN brochure o or to 
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THIS COMPLETE 


WELCH ALLYN 
RECTAL SET | 


fills every need of 
specialist or GP 


The importance of complete rectal exami- 
nation to detect possibly precancerous le- 


sions or abnormalities is now widely recognized, 
and more and more physicians are equipping 


themselves with rectal instruments. General practitioners 
are learning what proctologists have long known: that 
Welch Allyn rectals are superbly designed and made for 
efficient diagnosis and treatment, ease of use and dura- 
bility. A particular favorite is this No. 318 set, priced at 
$169.50, whose contents are shown in detail below. 
No. 318A, with built-in aspirator 


No. 308 sigmoidoscope, No. 300 proctoscope and 
No. 304 infant proctoscope, distally illuminated 
for brilliant, glare-free field of view, with tapered 
and curved obturator tips for easy passage. 


No. 342 biopsy punch, a well balanced, stainless 
steel instrument. No. 317 rectal probe and No. 
319 rectal hook. 


No. 280 medium anoscope, with brilliant, shadow- 
free illumination, offset obturator handle. No. 700 
large battery handle, with rheostat control, a de- 

endable source of current for all Welch Allyn 
instruments. 


BUILT-IN ASPIRATOR TUBE 


STOPCOCK FITTING 
DETACHABLE STOPCOCK 
tuse 


Welch Allyn sigmoidoscopes are available at 
$10.00 extra per instrument with built-in aspirator 
tube for smoke removal, complete with stopcock 
as shown in exploded view, above. 


Set No. 318 also includes inflating bulb and cord (for attachment to battery 
handle, battery box or transformer) and extra lamp for each illuminated instru- 
ment. Smaller Welch Allyn rectal sets are also available, and individual in- 


struments may be purchased separately. 


WRITE FOR COMPLETE RECTAL CATALOG, OR ASK YOUR WELCH ALLYN DEALER 


WELCH ALLYN, INC. skaneateles Falls, N.Y. 
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‘Drilitol Spraypak’ combines the 
superior intranasal coverage of 
a spray from a full-sized atomizer with 
the economy of a nose-drop bottle. 


SOLUTION 


‘Drilitol Spraypak’ covers the nasal mucosa— 
in a fine, even mist. 


‘Drilitol Spraypak’ costs the patient no more 
than ‘Drilitol’ Solution. 


In prescribing, be sure to specify: 
‘Drilitol Spraypak’ or 
‘Drilitol’ Solution 


*T.M. Reg. U.S. Pat. Off. *Spraypak’ Trademark 


announcing 
for\intranasal infections 3 
‘Lith? lable jn 2 
Drilital’ now avajlable tn 2 farms 
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for intranasal infections 


‘Drilitol Spraypak’—the new form of ‘Drilitol’ 


Now there are two forms of ‘Drilitol’, S.K.F.’s widely accepted 
intranasal preparation: (1) ‘Drilitol’ Solution, with which 
you are familiar, and (2) the new convenient form, ‘Drilitol Spraypak’. 


‘Drilitol’ contains two antibiotics: 


Anti-gram positive gramicidin 
Anti-gram negative polymyxin 


‘Drilitol’ also contains: 


A vasoconstrictor, Paredrinet+ 
An antihistaminic, thenylpyramine 


‘Drilitol Spraypak’ 
now available in forms: ‘Drilitol’ Solution 


antibiotic, decongestive, anti-allergic 


tT.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 


Smith, Kline & French Laboratories, Philadelphia 
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“WE HOPE TO GROW OLD, 


YET WE DREAD OLD AGE” 
Jean de La Bruyére 


The fulfillment of a long life is an innate 
desire of all, yet the fear of aging is ever 
present. The infirmities that frequently 
accompany old age may be due to 
improper adjustment of the body economy 
to the decline in sex hormone activity, 
nutritional inadequacy, and emotional 
instability. “‘Mediatric” Capsules— 
combining steroids, nutritional supple- 
ments, and a mild antidepressant —are 
specially formulated to forestall the 
onset of premature atrophic and 
degenerative changes. 


in preventive geriatrics 


“MEDIATRIC” carsutes 


steroid-nutritional compound 


AYERST, McKENNA & HARRISON ‘LIMITED 
I, 
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ers’ yeast (specially pr 2d) 200.0 mg. 
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a new chapter 
in penicillin history 


/ 


PROCAINE 
ENICI 
PENICILLIN 


iuection BICILLIN 600... 


a truly long-acting penicillin 


. . . for blood levels that extend 2 weeks or more—several times longer than those produced 
with any other penicillin preparation 


. . . for use when prolonged penicillin protection is desired: 
> To prevent recurrent attacks of rheumatic fever 


» For prophylaxis after tonsillectomy or tooth extraction in cases of rheumatic 
fever, rheumatic heart disease or congenital heart disease 


» To prevent complications from secondary bacterial infections in virus diseases 


Valuable in pneumococcal, H. streptococcal and gonococcal infections. 


Supplied: INJECTION BICILLIN 600—600,000 units in 1 cc. Tubex® with sterile needle 


INJECTION 


= BICILLIN’ coo 


Benzethacil 
N,N'-dibenzylethylenediamine dipenicillin G 
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facilitates tissue repair 


“On clinical trial 
CHLORESIUM 
Solution and 
Ointment appear 
to be effective agents 
in facilitating growth 
of granulation 
tissue and 
epithelization.”* 


A new study* of 103 patients with various dermatoses and cutaneous 
wounds emphasizes CHLORESIUM’s antipruritic effects in addition 

to its encouragement of normal tissue repair. “Another significant 
action observed most strikingly in the patients with pemphigus 

was its ability to deodorize foul-smelling lesions secondarily 

infected by anaerobic, proteolytic bacteria.” 


CHLORESIUM OINTMENT and SOLUTION (Plain) contain 
water-soluble derivatives of chlorophyll “a” as standardized in N.N.R. 
In the topical therapy of wounds, ulcers, burns and dermatoses, 

these derivatives, concentrated and highly purified, provide 

the optimum therapeutic benefits obtainable from chlorophyll. 


CHLORESIUM OINTMENT —1l-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain)—2-ounce and 8-ounce bottles 


*Combes, F. C.; Zuckerman, R., and Kern, A. B.: Chlorophyll 
in Topical Therapy, New York State J. Med. 52:1025, 1952. 


COMPANY INC , nouns vernon. w.¥. 
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RELIEF 


from 


Bellaspro brings prompt and effective 
relief from the common aches and -algias 
... turning what might have been a 
wasted, pain-ridden day into one of com- 
fort and accomplishment. 


For relief of headaches, dysmenorrhea, 
neuralgia, myalgia, sciatica, lumbago: 


BELLASPRO® 
Belladonna Alkaloids 0.0714 mg. 
i Equivalent in alkaloid content 
to 3.8 minims Belladonna Tincture 
Caffeine gr. 
Acetophenetidin 2% gr. 
Acid Acetylsalicylic 3% gr. 


Supplied in bottles of 100, 500 & 1000 tablets 


BELLASPRO® with Codeine* 

No. 1 with 4 gr. codeine phosphate 

No. 2 with 1% gr. codeine phosphate 

Supplied in bottles of 100 and 500 tablets 
*Narcotic order form required 


Rationally formulated for rapid relief of pain 


VANPELT & BROWN, INC. © Pharmaceutical Chemists e RICHMOND, VIRGINIA 
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for effective cough therapy 


Dihyd lei Bi ) 


Three forms available: Oral Tablets (5 mg. per tablet), 


Syrup (5 mg. per teaspoonful), Powder (for compounding). 
May be habit forming; narcotic blank required. 
Average adult dose 5 mg. Literature on request. 


Endo Products Inc., Richmond Hill 18, N.Y. 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Trecipionts will be chosen annually by the 
Appointed from the Aeudemy Membership by the Board of Dinectors of 
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in nutrition as elsewhere —famiiarity may breed contempt — 


Have we forgotten that sugar is the most 
versatile of foods? Sweet, easy to take 
a. .d absorb, it furnishes quick energy. 
A certain glucose concentration in the 
blood maintains consciousness, while 
the brain utilizes only sugar for energy. 
It is a preferential source of muscle- 
power, and it cushions against the dam- 
aging effects of excess fat utilization. 


Above all, sugar spares protein! Un- 
less adequate amounts of carbohydrate 
are continually ingested, the needs of 
the body for sugar will be met by the too 
great conversion of other foods (such 
as protein) into carbohydrate.” An 
increased breakdown of body protein 
will also occur as judged by an increased 
excretion of nitrogen in the urine. Eco- 
nomically this is of particular impor- 
tance today because of the low cost of 
sugar-foods as opposed to the high cost 
of protein-foods. 


Available sugar is a Protein-Sparer 
since it relieves both dietary and tissue 
protein of the necessity of furnishing 
energy. Sugar exerts a specific sparing 


Sugar... 


Protein-Sparer In Soft Drinks 


AMERICAN 
BOT TLE RS 
CARBONATED 
BEVERAGES 


THE NATIONAL ASSOCIATION OF 


action quite apart from the fact that it 
furnishes energy. Fat of double the ca- 
loric value does not equal the protein 
sparing action of sugar. 

When sustained exercise is preceded 
or accompanied by a large intake of 
carbohydrate, the body works more ef- 
ficiently, as evidenced by the calories 
expended per unit of oxygen intake! 


Bottled soft drinks have only a nom- 
inal sugar content (av. 10 per cent). 
Their 100 calories are an acceptable 
supplement to the basic dietary recom- 
mendations of the Food and Nutrition 
Board of the National Research Council. 
Their taste appeal encourages adequate 
liquid intake. And they provide that 
enjoyable refreshment and energy for a 
quick pick-up, which is their primary 
purpose. 


(1) Soskin, S., and Levine, R. : Carbohydrate Metabolism; 
Correlation of Physiological, Biochemical, and Clinical 
Aspects. Page 10, 1946, U. of Chicago Press. 


(2) Best, C. H., and Taylor, N. B.: The Physiological 
Basis of Medical Practice. 4th Ed. Pp. 553-554, 1945, 
Williams & Wilkins Co. 


The American Bottlers of Carbonated Beverages 
WASHINGTON 6, D. C. 
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THE 


and their valuable influence 
on Intestinal Tract Physiology 


Protopectins, the native form in which pectin exists in certain fruits, 
can produce many favorable changes in the functional activity of the 
intestinal tract. These complex carbohydrates readily undergo conver- 
sion to pectin in the stomach. After passing into the intestine, the 
liberated pectin enhances many physiologic mechanisms through its 
colloidal, chemical, and antibacterial properties. 

Daily ingestion of sufficient protopectins can lead to many physio- 
logic benefits. An orange a day is a pleasant, generous source of these 
remarkable substances. In California oranges, protopectins are found 
in the juice sac walls, the fibrovascular bundles, and the segmental 
walls; the juice contains comparatively little. 


A Better Intestinal Environment 


Because of their organic acid content, pectins tend to lower intestinal 
pH. Thus they favor the suppression of the growth of intestinal patho- 
gens, i.e., they exert a bacteriostatic effect. Proliferation of normal 
intestinal inhabitants, however, is encouraged by the release of lower 
fatty acids and galacturonic acid. The colloidal pectinous mass is 
soothing and demulcent in action, physically adsorbing intestinal tox- 
ins, thus proving valuable in the prevention of both diarrhea and 
constipation. 


Improved Nutrient Absorption 


Daily intake of protopectin encourages better absorption of essen- 
tial nutrients. This action is accomplished through a lowering of pH of 
the intestinal contents, a factor upon which absorption of many nutri- 
ents is to a large extent dependent. In the case of calcium, iron, and 
certain vitamins, this mechanism particularly comes into play. Thus by 
favoring optimal acidity of the intestinal contents and by exerting a 
protective action on the 

intestinal wall, pectin en- 

ables the organism to 

make better use of non- 

caloric nutrients such as vitamins and 

minerals, without leading to weight gain. 


Sunkist Growers « Los Angeles, Calif. 


A practical, healthful source of protopectins Su nk | st 


Onanges 
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Mental Depression 


accompanied by Nervous Tension 


By elevating the mood, Syntil helps achieve a less worrisome attitude—which in 
turn relieves aggravation of the organic condition. 


Syntil—a carefully balanced combination of central stimu- 
lant and “‘daytime”’ sedative— 


Syntil relieves depression. . 


—with the central nervous stimulation of Syndrox® Hydro- 
chloride (Methamphetamine Hydrochloride, McNeil) 


Syntil reduces nervous tension... 


—with the steadying influence of Butisol® Sodium (Buta- 
barbital Sodium, McNeil) 


Each scored yellow tablet contains: 
Syndrox® Hydrochloride 2.5 mg. 
Butisol® Sodium 15 mg. (4 gr.) 
SUGGESTED DOSAGE: 


One tablet with meals three times a day. Caution: Use only 
as directed. 


Tablets Syntil are supplied in bottles of 100 and 1000. Sam- 
ples on request. 


McNeil 


LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 


3 
is 


safe effective whenever laxation i is indicated 


_and sodium phosphate 18 Gm. Both ‘Phospho-Soda’ and 


c. B. FLEET COMPANY, INC., Lynchburg, Virgi 


— . ins hyoscyamine sulfate 0 1037 


Apresoline~ 


Hydrochloride 
(brand of hydralazine hydrochloride) 


Apresoline is a relatively safe, single antihypertensive drug with no serious untoward 
reactions, providing benefits in many cases— complete control in some. It is recom- 
mended that Apresoline be used in those hypertensive patients who have not been 
adequately controlled by conventional regimens (diet, mild sedation, rest, etc.). The 


following important considerations should be of interest in general practice: 


Effective in essential hypertension with fixed 
levels, early malignant hypertension, toxemias 
of pregnancy and acute glomerulonephritis. 


Provides gradual and sustained reduction of blood 
pressure with no dangerous, abrupt fall on oral 
administration. 


Affords uniform rate of absorption and infre- 
quent dosage adjustments. 


Increases renal plasma flow in marked contrast 
to the decrease associated with other hypotensive 
drugs. 


Side effects often disappear as therapy is con- 
tinued or can be ameliorated with adjunctive 
medication. 


Produces significant relaxation of cerebral vas- 
cular tone. 


Complete information regarding manner of use and clinical application available on request. 


Ciba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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Show it eee to associates and 
students, singly or in small groups 


Much of the satisfaction of making photographs of significant 
cases comes from the fact that they help to explain and inform. 
Good photographs help the physician or the surgeon to demon- 


strate procedures, step by step . . . to do this as often as he . 


wishes—weeks, months, years later. 


Show it superlatively = 
with Kodaslide Table Viewer, Model A 


No need to dim lights or draw shades with this Kodaslide Table 
Viewer . . . it’s designed for use in a fully lighted room. Handy 
and compact, it produces a large, brilliant image—almost 5 
diameters’ magnification. The color is full and rich with 
sparkling high lights. The convenient slide changer accepts 75 
cardboard slides or 30 double-glass slides, projects and restacks 
them in order. Price, $97.50, subject to change without notice. 


For further information, see your photographic dealer or 
write for booklet. 
EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Left: Multiple Neurogenic 
Tumors in the neck and around 
the larynx. 


Center: Papillary Cystade- 
noma of the ovary. 


Below: Metastatic Carcinoma 
of the spine. 


Complete line of Kodak Photographic 
Products for the Medical Profession in- 
cludes: cameras and projectors—still- 
and motion-picture; film — full-color 
and black-and-white (including in- 
frared); papers; processing chemicals; 
microfilming equipment and microfilm. 


TRADE-MARK 


es 
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: Serving medical progress through Photography and Radiography odalk | 
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Acid Control in Peptic Ulcer 


WITHOUT CONSTIPATION 


Modern antacid therapy with alu- 
mina gel is usually successful. But in 
many cases constipation ensues. 

Then you have the incongruous sit- 
uation of the patient dosing himself 
daily with laxatives in addition to his 
regular alumina gel intake. 

You can help nearly every patient 
avoid this disturbance by prescribing 
Gelusil. Unlike most alumina gel prep- 
arations, it is singularly free of consti- 
pating action.':*:5* Gelusil embodies a 


unique form of non-reactive aluminum 
hydroxide gel combined with magnesi- 
um trisilicate. It helps control gastric 
hyperacidity without causing consti- 
pation. 

Prescribe Gelusil in liquid or tab- 
lets. Bottles of 6 or 12 02.; boxes of 50 
or 100 tablets. 


1. Seley, S. A.: Am. J. Dig. Dis. 13 :238 (July) 1946. 
2. Rossien, A. X.: Rev. of Gastroenterol. 16 :34-52 
(Jan.) 1949. 3. Rossien, A. X. and Victor, A. W.: 
Am, J. Dig. Dis. 14:226-229 (July) 1947. 4. Batter- 
man, R.C. and Ehrenfeld, I.: Gastroenterol. 9:141 
(August) 1947. 


Gelusil 


THE NON-CONSTIPATING ANTACID ADSORBENT 


WILLIAM R. WARNER 
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Calpurate is the crystalline compound — 
theobromine calcium gluconate — distinguished 
for its moderate diuretic action and minimal 
toxicity. It is remarkably free from gastro- 
intestinal and other side-effects, and does not 
contain the sodium ion. 


Calpurate is helpful in other cardiac conditions 
because it stimulates cardiac output. Calpurate 
with Phenobarbital is useful in relieving anxiety 
and tension, as in hypertension. Calpurate, 
supplied as Tablets (500 mg.) and Powder; 
Calpurate with Phenobarbital (16 mg.), as Tablets. 


MALTBIE LABORATORIES, INC., NEWARK 


When edema is mild and ren 
function normal...during 
‘rest periods” from digitalis ¢ 
nercurials...where mercury t 
contraindicated or sensitivit, 
itsoral use present...for 
moderate, lon 
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Chioro-5ul vaginal suppositories 


In Vaginal and Cervical Infections, Post-Partum and Gynecological Surgery 


‘Minimize Pain and Discomfort 
= “Prevent and Infection 
“Maintain Normal Acidity 


Methyl Parahydroxybenzoate .... 0.1 gr. 
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| 
The Columbus Ph i 
e Columbus Pharmacal Co., Columbus 15, Ohio _ 
7 


the intravenous or rectal administration of aminophylline. r 


ardalin 


PATENT PENDING 


® for the cardiac patient 


® for the asthmatic patient 


0 fa | provides 5 grains of aminophylline per 
dose . . . the highest concentration sup- 
plied for oral administration. The use of 

- two anti-nausea factors (Aluminum Hy- 
droxide and Ethyl Aminobenzoate) 
eliminates the nausea, vomiting and gas- 
tric irritation that usually accompany 
high, oral aminophylline dosage. 


Each Cardalin tablet contains: 

Aluminum Hydroxide............ 2.5 gr. 
Ethyl Aminobenzoate............ 0.5 gr. 
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ADVANTAGEOUS FOR ALL INFANTS... 


WHEN FEEDING 
DIFFICULTIES ARE 


ENCOUNTERED 


A lactic acid milk formula providing all the nutrient essen- 
tials required, Pelargon proves advantageous not only in the 
routine feeding of normal infants but particularly when feed- 
ing difficulties are encountered, as in prematures, in marasmic 
infants, and in infants with digestive disturbances. 


Pelargon is a spray-dried, lactic acid milk modified with 
sucrose, starch, dextrins, maltose, and dextrose. It is fortified 
with vitamins A and D, thiamine, ascorbic acid, and iron 
citrate. Its vitamin and mineral content—providing one-third 
more than the minimum daily requirement—satisfies all the 
known nutritional needs of the infant. 

The lactic acid in Pelargon promotes ready 
digestion and prompt absorption. Gastric diges- 
tion is enhanced, and the mixture of carbohy- 
drates makes for “‘spaced”’ absorption. As with 
human milk, the flocculent curds produced by 
Pelargon are of zero tension. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 
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Mandelamine provides broad therapeutic 
activity in all the common urinary infections. 
This activity is often retained even against 
organisms which have become resistant 

to other antibacterial agents. 


Mandelamine, in contradistinction to many 
other antibacterial agents, demonstrates 

a remarkable lack of toxicity as might be 
manifested by gastric upset, skin rashes 

or monilial overgrowth. Agranulocytosis 
and other blood dyscrasias have not 

been reported. 


Mandelamine has the added advantages 
of being easy to administer and being 
economical for the patient. 


Mandelamine is often preferred in the management 
of pyelitis, cystitis, pyelonephritis, nonspecific 
urethritis, prostatitis, and infections 

associated with neurogenic bladder and 

urinary calculi, as well as for preoperative and 
postoperative prophylaxis in urologic surgery. 
Supplied: Enteric-coated tablets containing 0.25 Gm. 


(3% gr.) methenamine mandelate — bottles 
of 120, 500 and 1,000. 


Dosage: Adults, 3 or 4 tablets t.i.d.; children, in proportion. 


*Mandelamine is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Nepera Park, Yonkers 2, N. Y. 
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prime importance 
— THE RELIEF OF PAIN 


“There is little doubt that, when analgesics are employed 


on a rational basis, physicians will come nearest to fulfilling 


with credit that phase of medical practice which, at least to the patient 
and his family, is of prime importance — the relief of pain.” 


Editorial: J.A.M.A. 149:66 (May 3) 1952 


R only 


for a sedative-analgesic 
prescribe 
BRAND ¢ TRADEMARK ta b lets 


prompt... prolonged... 
prescribed relief of pain 


APAMIDE 


BRAND ¢ TRADEMARK tablets 
(N-acetyl-p-aminophenol, 0.3 Gm.) 


analgesic-antipyretic 


rapid, direct analgesia 

Apamide quickly relieves pain and reduces fever through direct 
analgesic-antipyretic action. It avoids the delay inherent in compounds 
that require metabolic transformation to produce analgesia. 


prolonged relief of pain 


Apamide goes to work fast. It raises the pain threshold substantially within 
30 minutes, reaches peak effect in about 22 hours and continues to be effective 
for approximately 4 hours. 


well-tolerated analgesic 


Apamide is a pure, active agent that does not produce extraneous, possibly 

toxic metabolites. High dosages over long periods have not been shown to cause 
toxic reactions or gastric upsets. It is extremely valuable in patients who 
cannot tolerate salicylates. 


Available only on your prescription, Apamide permits precise control 

of dosage and duration of treatment by you. Prescribe it for relief of pain 
and reduction of fever in respiratory infections, functional headache, 
muscular or joint pain and dysmenorrhea. Average adult dose, 1 tablet 
every four hours. 


(N-acetyl-p-aminophenol, 0.15 Gm. and acetylcarbromal, 0.15 Gm.) 
non-narcotic, non-barbiturate 


Apromal is especially valuable in those cases where pain coexists with tension, anxiety, 
restlessness, excitement, nervousness and irritability. Apromal. contains Apamide 

and the widely used, gentle daytime sedative, acetylcarbromal. Enhancement of both 
analgesia and sedation is secured by this combination. Average adult dose, 

1 tablet every 4 hours. 


COMPANY, INC.. ELKHART, INDIANA (Ny Ames Company of Canada, Ltd., Toronto 


43352 


— 


for all nutritional anemias... 


A Comprehensive Therapeutic Formula affords the best prospect for a 
Prompt and sustained response. Many physicians are prescribing Ironate 
for chronic nutritional anemias, whether “borderline” or severe, because 


Ferrous Sulfate, Dried 
Copper (as copper sulfate) 
Vitamin B, (thiamine hydrochloride) 
Vitamin Bz (riboflavin) 
Vitamin B, (pyridoxine hydrochloride) 
Vitamin B,2 (crystalline) 
Vitamin C (ascorbic acid) 
Folic Acid 
Calcium Pantothenate 
Niacinamide 
*Approximately equivalent to 15 gr. ferrous sulfate 
U.S.P. or 204 mg. of elemental iron 


IRONATE 


IRON e VITAMINS e LIVER 
Supplied: Bottle of 100 capsules 


Wyeth Incorporated, Philadelphia 2, Pa. 
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Kile, and Rockwell, E, M.: J.A.M.A. 148.339, 1952., 2. Livingood, ©. $., ¢ 


ideal when 


tenseness 
and nervousness 
interfere with sleep 


tablets & elixir 
plus thiamine ) 


ach 5 cc. teaspoonful of the Elixir (and each tablet) contains: 


phenobarbital. |, gr.: thiamine hydrochloride, 5 mg. 


Smith, Kline & French Laboratories, Philadelphia 


Available, also: for use in patients 
with smooth-muscle spasm. Each 5 ec. teaspoonful contains: total natural 
belladonna alkaloids. 0.2 mg.: phenobarbital, 14 gr.: thiamine hydrochloride, 5 mg. 


#T.M. Reg. U.S. Pat. Off. 
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Abbott Laboratories... . . . opposite 

American Bottlers of Carbonated 
Beverages. . . 

Ames Co., Inc.. 

Armour Laboratories. . . . 

Ayerst, McKenna & Harrison, Ltd. 

130, opposite 172, 

Baxter Laboratories, Inc... ... . . 

Beckinson, Dickinson & Co..... 

Bilhuber-Knoll Corporation 

Bischoff, Ernst, Co., Inc... . . . 

Breon, Geo. A., & Co.... . 

Burroughs Wellcome & Co.. 

Central Pharmacal Co... . 

Church & Dwight Co., Inc... . 

Ciba Pharmaceutical Products, Inc. 
. .6, 152, 

Columbus Pharmacal Co... ... . 

Davis, F. A., Co... .. 

DePuy Mfg. Co... 

Doho Chemical Corp.. . . 

Eastman Kodak Co.. . 

Endo Products, Inc. 

Enurtone Co... . . 

Fellows Medical Mfg. Co... . . 

Fleet, C. B., Co., Inc. 

Freeman Mfg. Go.... 


SEDATIVE - ANTISPASMODIC 


Index to Advertisers 


138 


.192 | 


207 


158 | 


186 


166 
211 | 
177 | 
168 


24 


198 | 
202 | 
.128 


149 
12 


199 
190 | 


165 


196 


| Fougera, E., & Co................ 150 
Geigy Co., 
Hanovia Chemical & Mfg. Co.. 13 
Hoffmann-La Roche, Inc . . .epposite 180 


| Irwin, Neisler & Co... .5, 143, 151, 203 
Lakeside Laboratories, Inc. 
..212, 3rd cover 
Lederle Laboratories... ..........170 
| Lilly, Eli, & Co... .... 26 
McNeil Laboratories, Inc. 
132-133, 194-195 
M & R Laboratories...............10 
Maltbie Laboratories, Inc. 201 
Massengill, S. E., Co... . 4, 160 
| Mead Johnson & Co.. . 191, 4th cover 
Merck & Co., Inc... 
Merrell, Wm. $., Co... 
Mosby, C. V., Co... ... 124 
National Drug Co... . . 9 
Nepera Chemical Co., Inc... . 205 
Nestle Co., Inc., The. . 204 
Numotizine, Inc... . . 171 
| Ortho Pharmaceutical Corp... . 146-147 


141 | 


136, 182 | 


Holland-Rantos Co., Inc 


2nd cover | 


Reed & Carnrick. . 
Riker Laboratories, Inc... .. 178-179 
Robins, A. H., Co.. Inc... opposite 188, 197 
Rystan Co., Inc... . ; 188 
Sanborn Co... .. 25 
Sandoz Pharmaceuticals 134 
Schenley Laboratories, Inc... . 18] 
Schering Corp. 19 
Schmid, Julius, Inc.. 177 
Searle, G. D., & Co... 
Sharp & Dohme, Inc, 23, 145, 149, 165 
Smith-Dorsey Co., The 172 
Smith, Kline, & French Laboratories 

8, 123, 138, 164, 184-185, 210 
Squibb, E. R., & Sons. . 126-127 
Stuart Co., The opposite 196 
Sunkist Growers 193 
University of Pennsylvania. . 145 
Upjohn Co., The. . . 148 
Vanpelt & Brown, Inc.. . 189 
Walker Laboratories, Inc. . 209 
Warner, Wm. R., & Co., Ine. . 200 
Welch Allyn, Inc. 183 
Winthrop-Stearns, Inc. . 2 
Witmer Record Co. . 153 
Wyeth, Inc.... 16, 187, 208 
Year Book Publishers, Inc., The. .131 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 


DOSE: | or 2 tablets at on- 


set of distress. Another tab- 
let after 4 hours if necessary. 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 
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MM Pfizer, Chas... & Co., Inc... 173-174-175 
Picker X-Ray Corp... 169 
ie 
BILHUBER-KNOLL CORP. orance, Newsersty 
¢ 211 


NEOHYDRIN 


a product of 


C COO tn research 


» eliminates dependence on xanthines, ammonium chloride, 
resins, aminophylline and other less effective tablets 


e reduces dependence on injections 
e permits more liberal salt intake 
© maintains steady fluid balance 
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NEOHYDRIN 


TABLETS THAT 


lifetime therapy— 
NEOHYDRIN helps keep the cardiac patient in fluid and electrolyte balance for his 
lifetime — a lifetime that might be impossible without such control of water and 
salt metabolism. 


day in, day out diuresis— 
NEOHYDRIN daily, maintains a steady, uninterrupted diuresis. This allows more 
liberal salt intake which benefits the patient psychologically. Even more important, 
liberalized salt intake permits the daily physiologic intake and output of sodium 
required by the body and safeguards against salt depletion. 


prescribe NEOHYDRIN when indicated in 


e Congestive heart failure e Dyspnea of cardiac origin 
e Recurring edema and ascites e Arteriosclerotic heart disease 
e Cardiac asthma e Fluid retention masked by obesity 


e Hypertensive heart disease e And for patients averse to their low-salt diet 


how to use this new drug 


Maintenance of the edema-free state has been accomplished with as little as one NEOHYDRIN 

Tablet a day. Often this dosage of NEOHYDRIN will obtain per week an effect comparable to a 

weekly injection of MERCUHYDRIN.® When more intensive therapy is required one tablet or more 

three times daily may be prescribed as determined by the physician. 

Gradual attainment of the ultimate maintenance dosage is recommended to preclude gastrointestinal 

upset which may occur in occasional patients with immediate high dosage. Though sustained, the 

onset of NEOHYDRIN diuresis is gradual. Injections of MERCUHYDRIN will be initially mé¢éssary in 

acute severe decompensation. 

NEOHYDRIN is contraindicated in acute nephritis. 
Any patient receiving a diuretic should ingest daily a glass of orange juice or other supplementary . 
source of potassium. 


packaging Bottles of 50 tablets. There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea \ 
in each tablet. 
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for drop 
tlosage 


POLY-VI-SOL 


Each 0.6 cc. supplies 


TRI-VI-SOL 


Each 0.6 cc. supplies 


CE-VI-SOL 


Each 0.5 cc. supplies 


SOLUTION OF ViTAMINS 


POLY-VI-SOL 
TRI-VI-SOL 
CE-VI-SOL 


Available in 15 and 50 cc. bottles, with calibrated droppers 


Vitamin A Vitamin D Ascorbic Acid Thiamine | Riboflavin Niacinamide 


1000 50 mg. | img 08mg. 5 mg. 
Units 
1000 50 mg. 
Units 
50 mg. 


MEAD JOHNSON & COMPANY, MEAD) EVANSVILLE 21, IND., U.S.A. 
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